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RADICAL PERINEAL PROSTATECTOMY FOR CARCINOMA 


AN ANALYSIS OF CASES AT JOHNS HOPKINS HOSPITAL, 1904-1954 


Hugh J. Jewett, M.D., Baltimore 


The most prevalent carcinoma in the male arises from 
the prostate gland and is responsible for 11.8% of all 
deaths from malignant disease annually in the United 
States.’ Its incidence in men over 50 years of age has 
been variously estimated, but certainly it is no less than 
14%. Its rapidity of growth and of spread are variable, 
so that one cannot forecast from the gross size of the 
primary focus the life expectancy of the person with or 
without treatment. There are cases on record of sur- 
vivals of 15 or more years without benefit of treatment, 
but such durations of survival are admittedly rare. 

In an effort to cure some of these persons with car- 
cinoma of the prostate gland the late Dr. Hugh H. 
Young in 1904 conceived and executed the idea of re- 
moving perineally in one intact specimen the entire pros- 
tate with its fibrous sheath, the bladder neck, and the 
seminal vesicles with their surrounding fascias.’ Follow- 
ing this, the vesicourethral anastomosis was found to be 
surprisingly simple. Young's first operation, with the as- 
sistance of the late Dr. William S. Halsted, was per- 
formed in March of that year. In the intervening 50 years, 
to April, 1954, 357 radical prostatectomies have been 
done at the Johns Hopkins Hospital. Of this total group, 
320 cases of proved carcinoma have been accepted for 
study and 37 cases discarded, for the clinical diagnosis 
was not confirmed in 31, the pathological reports and 
microscopic slides were missing in 5, and sarcoma was 
present in 1. 

In 1949 * I reported the number of patients living five 
years or more out of a total group of 132 patients sur- 
viving operation up to 1943. This group was divided into 
54 patients in whom local extraprostatic extension of 
the malignant process was apparent on preoperative rec- 
tal examination and 78 patients in whom the tumor was 
believed to have been confined to the prostate. In 1953 
this same series was reexamined to permit a 10 year 
follow-up. From the original group of 54 patients with 
extraprostatic extension, 6 had to be eliminated (2 were 


duplications, and 4 could not be traced), leaving a total 
of 48. Of the 78 patients without preoperative evidence 
of extraprostatic extension, all were followed, and one 
additional patient could be traced, providing a total of 
79. The survival rates of these groups are indicated in 
the chart and compared with the expected survivorship 
in the general population for the same age and sex. 

Of this total group of 127 patients, 48% lived 5 years 
and 25% lived 10 years or longer. When the growth was 
grossly extiaprostatic before operation, six patients, or 
12.5%, lived 10 years; two of them were assisted by 
endocrine therapy. When the preoperative rectal exam- 
ination showed no evidence of extraprostatic extension, 
61% lived 5 years and 37% lived 10 years. When micro- 
scopic examination of the removed specimen showed no 
extension through the capsule or around the seminal 
vesicles, 20 of 41 patients, or 49° , lived 10 to 27 years 
without evidence of recurrence or metastases. This 
is close to the expected survivorship of 53% in the gen- 
eral population. 

It is difficult to obtain data an accurate 

comparison of these results with those after palliative 
treatment of patients with carcinoma in similar stages of 
malignant development. In the first place, microscopic 
proof of the existence of carcinoma often is lacking when 
the small or “early” cases are treated conservatively. 
Of 91 circumscribed nodules subjected to perineal ex- 
posure and biopsy between January, 1949, and April, 
1954, 50 were benign, and 35 of these were said to have 
been of stony consistency. In the second place, there is 
a tendency to underestimate the local extent of the 
disease by rectal examination. Eighty-four per cent of 
grossly circumscribed malignant nodules were not strictly 
localized on microscopic study. In addition to this, 25% 
of the last 100 cases showed microscopic evidence of 
early extraprostatic extension that was not suspected 
before operation. As opposed to these figures, 9% of 
100 cases apparently were cured by the preliminary pro- 
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cedure (5% by perineal biopsy, 3% by transurethral 
resection, 1% by open enucleation), since carcinoma 
that was unmistakable in the original sections could not 
be found on thorough microscopic study of the radically 
removed specimen. 
SELECTION OF PATIENTS 

Palpation of the prostate by rectal examination still 
remains the best method of screening male patients over 
the age of 50 years for carcinoma that is small, early, 
asymptomatic, and curable. This simple procedure, car- 
ried out annually by general practitioners, should result 
in the detection of a high percentage of patients suitable 
for the radical operation. Characteristically, the earliest 
stage recognizable by palpation is a small nodule, rel- 
atively incompressible, in the periphery of the prostate 
just inside its fibrous capsule and close to the examining 
finger. From January, 1949, to April, 1954, 526 patients 
with carcinoma of the prostate were seen in the Brady 
Urological Institute, and 100, or 19% , were considered 
suitable for the radical operation. This high figure for 
operability has been achieved largely through the thor- 
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YEARS AFTER OPERATION 
Results of radical perineal prostatectomy. 


oughness and alertness of physicians who are becoming 
increasingly suspicious of areas of abnormal induration 
within the prostate. In the Army, principally through 
the efforts and influence of Col. James C. Kimbrough, 
routine rectal examinations in men over 40 years of age 
have led to an operability of 54.5% .* 

Despite the fact that no series of patients treated 
palliatively exists in which the original stage of malignant 
development was known to be histologically identical 
with that of the cases herein reported, the figures fur- 
nished by Barnes * are up to the present the most satis- 
factory for purposes of comparison. Of 31 patients 
treated with endocrine therapy, but whom he considered 
in a stage suitable for the radical operation, 53% lived 
5 years and only 22% lived 10 years with cancer. 

It has been stated that most urologists are reluctant 
to advise radical prostatectomy for small or early cases 
of carcinoma because of the advanced age of the pa- 
tients, the great benefit afforded by conservatism, the 
failures with the radical operation, and the high incidence 
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of postoperative incontinence. In the last 100 cases of 
radical perineal prostatectomy at the Johns Hopkins 
Hospital the average age was 60 years. The benefit 
afforded by conservatism is, according to Barnes,’ a 22% 
10 year survival with cancer. The successes with the 
radical operation are indicated in the chart. 

Incontinence is diminishing as a complication after 
radical perineal prostatectomy because of more accurate 
vesicourethral approximation and more meticulous at- 
tention to the integrity of the external urethral sphincter. 
In the last 100 patients, from January, 1949, to April, 
1954, 40 of the anastomoses were done by the Vest tech- 
nique. Of these patients, only 5% continued to have 
poor control; 11% had slight siress incontinence insuffi- 
cient to require a protective device; and 84% eventually 
acquired perfect control. In 33 patients, chiefly from the 
ward service, vesicourethral anastomosis was accom- 
plished with multiple mattress sutures. Of these patients, 
76% acquired perfect control and 21% had some stress 
incontinence, but in most of these instances insufficient 
time had elapsed to determine the final result. 

In 19 patients the anastomosis was done by my 
method, or a modification thereof, in which the bladder 
is sutured to the urethral stump posteriorly by a simple 
figure-of-eight or mattress stitch, avoiding the external 
sphincter. Eighteen of these patients acquired almost 
immediate urinary control, 95°, and the 19th event- 
ually acquired perfect control. 

The objections, then, that have been raised in certain 
quarters to the general principle of radical prostatectomy 
have been based on fancy rather than fact. It now re- 
mains to be seen whether some other surgical approach 
is superior to the perineal in accomplishing the funda- 
mental objective of ridding the patient of his disease. 

BASIC PRINCIPLES 

The basic principles involved in any operation de- 
signed to eradicate prostatic carcinoma are (1) precise 
histological diagnosis; (2) total removal in one intact 
specimen of the prostate with its fibrous sheath, the 
bladder neck, and the seminal vesicles with their sur- 
rounding fascias; (3) complete hemostasis; and (4) 
accurate watertight anastomosis of bladder to membra- 
nous urethra without tension and without damage to the 
external urethral sphincter. 

As the result of the growing popularity of retropubic 
prostatectomy for benign hyperplasia, it is only natural 
that with increasing experience certain operators should 
attempt to broaden its scope to include radical prostatec- 
tomy. Up to the present, however, no significant series 
of cases has been published in sufficient detail to com- 
pare with the published results of the perineal operation, 
but from those that are available one might be led to 
believe that the retropubic procedure ranks among the 
simplest of urologic operations. In fact, the first principle 
mentioned above, namely, precise histological diagnosis, 
may in itself become with this method a major procedure 
requiring prolonged convalescence. If the perineal punch 
or needle biopsy from the region of the prostatic nodule, 
the tissue removed by transurethral resection, or the 
stained smears of the prostatic secretion show no evi- 
dence of carcinoma, the possibility of malignant lesions 
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still cannot be excluded with certainty. The surgeon then 
is obliged to excise for frozen section the whole area 
under suspicion before proceeding with the radical 
operation. With the retropubic approach this requires 
complete transection of the membranous urethra for 
adequate exposure of the entire posterior surface of the 
prostate. If the nodule is benign the patient is faced with 
sequelae not unlike those after rupture of the membra- 
nous urethra from fracture of the pelvis. During the last 
five years, 46% of nodules of stony induration were 
proved benign by perineal prostatic biopsy. Such pa- 
tients are out of the hospital in three or four days, on the 
average, without impotence or incontinence. 

Blood transfusions, according to Chute,* are more or 
less routine with the retropubic operation. They are the 
exception rather than the rule with the perineal proce- 
dure. Watertight and accurate vesicourethral anastomo- 
sis is obviously more difficult with the retropubic method 
because of the deep position of the membranous urethra 
in relation to the remaining portion of the bladder. On 
the other hand, it nearly always follows simple attention 
to detail by the surgeon. 


POSTOPERATIVE COMPLICATIONS 

In the group of the last 200 patients undergoing rad- 
ical perineal prostatectomy from April, 1943, to April, 
1954, there have been six deaths. No deaths have oc- 
curred on the private service since April 21, 1943 (11 
years). In the group of the last 100 patients (January, 
1949, to April, 1954), the operative time, when re- 
corded, averaged one hour and 45 minutes, including 
about 20 minutes for the frozen section. In a number of 
patients from the ward service it was the operator's first 
attempt at radical prostatectomy. The average hospital 
stay was 20 days, and 65% of the patients were dis- 
charged between 11 and 19 days after operation. 

Postoperative stricture at the site of vesicourethral 
anastomosis developed in 15% of these 100 patients, 
in half the cases following closure of incision by the Vest 
method. None was serious, and all were easily corrected. 
Thrombophlebitis of the veins of one leg, without pul- 
monary emboli, occurred in two patients, and with em- 
boli in four patients. All of these were controlled and 
resulted in no fatalities. Temporary ulnar palsy compli- 
cated one case but eventually disappeared. 

The rectum was injured in four patients, 4% , and in 
three of these was sutured in two layers with subsequent 
complete healing. In the fourth, evidence of rectal injury 
appeared on the 17th day, and this healed spontaneously 
in a short time. There have been no fistulas. Rectal inju- 
ries are known to occur also during the retropubic opera- 
tion, in which repair is much more difficult. The only 
colostomies done during the last five years for this com- 
plication that have come to my attention have followed 
retropubic radical prostatectomy. Incontinence now 
seems to be more prevalent after the retropubic opera- 
tion. It was so bothersome to Hock’ that he recom- 
mended the routine use of a fascial sling as a preventive 
measure, and Chute * admits that 30% of the patients in 
retropubic cases lack complete urinary control. 

Although sufficient time has not elapsed to permit an 
accurate comparison of the late results of radical retro- 
pubic prostatectomy with those of radical perineal pros- 
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tatectomy herein reported, it would seem that the latter 
operation continues to enjoy, by comparison, a high 
standard of excellence. 


SUMMARY AND CONCLUSIONS 

Between 1904 and 1954, radical perineal prostatec- 
tomy was done for carcinoma in 320 patients. Up to 
November, 1943, 127 patients survived operation and 
have been followed. When the carcinoma was micro- 
scopically confined to the prostate the 10 year survival 
rate was 49% , as compared with an expected survivor- 
ship of 53% for persons of the same age and sex in the 
general population. From April, 1943, to April, 1954, 
200 operations were done with six deaths, or 3% 
mortality. Only one death occurred on the private serv- 
ice, and there have been none on this service in the last 
11 years. From January, 1949, to April, 1954, 100 
patients, averaging 60 years of age, were operated on. 
The morbidity was minor and temporary. The average 
hospital stay was 20 days. Perfect urinary control oc- 
curred in a relatively short time in 84 to 95% of the 
cases, depending on the type of closure used. When the 
posterior mattress suture was used, all 19 patients event- 
ually had perfect control. 

Comparable, or nearly comparable, patients treated 
palliatively show a 10 year survival rate of only 22% 
with their disease. Rectal examination carried out an- 
nually by general practitioners should result in the 
detection of a high percentage of patients suitable for 
the radical operation. Up to the present no complete 
figures are available to show that any other treatment for 
early prostatic carcinoma equals radical perineal pros- 
tatectomy. 

1201 N. Calvert St. (2). 
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Tropical Diseases.—It is well to remember that most tropical 
diseases were once almost as common in the cold as in the 
warm countries. . . . During the last century there had been at 
least five epidemics of cholera in Europe, causing millions of 
deaths. Plague flourished for centuries; the great pandemic that 
occurred in the fourteenth century was known as the Black 
Death on account of the terrible toll it took of human lives. 
Malaria was endemic in England even in the nineteenth century, 
and severe epidemics have been recorded in Denmark, Holland, 
and North Germany. Leprosy was for long widespread in 
Europe, where it still lingers in some places. Yellow-fever 
epidemics were reported from the eastern states of the U. S. A., 
but have been practically banished in the last 50 years. Even 
as late as 1933 there was an outbreak of amoebic dysentery in 
Chicago with 1,400 cases and over 40 deaths. . . . There are 
not many diseases peculiar only to tropical climates, although 
admittedly conditions in the Tropics are more favorable to their 
growth and spread. . . . If taken in the sense of latitudes labels 
such as “tropical diseases” and “tropical medicine” are largely 
misnomers; what is worse, they perpetuate a false idea that 
tropical countries, try as they may, are doomed always to suffer 
from these diseases. “Tropical” diseases disappeared from the 
West mainly for three reasons: first, better and abundant food; 
. . . secondly, the removal of poverty; . . . and, thirdly, the 
institution of public-health measures, which led to better housing 
and hygiene, improved sewerage, and a safe water supply.— 
R. N. Chaudhuri, M.D., Tropical Medicine—Past, Present, and 
Future, British Medical Journal, Aug. 21, 1954. 
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OVERHYDRATION DURING TRANSURETHRAL PROSTATIC RESECTION 
George J. Bulkley, M.D., Vincent J. O’'Conor, M.D. 


and 
J. Kenneth Sokol, M.D., Chicago 


It is now generally accepted that irrigating fluid may 
be introduced directly into the vascular system during 
transurethral resection of the prostate and bladder neck. 
Several potentially serious consequences of this direct 
intravenous infusion have been recognized and steps 
taken to prevent their occurrence. The most serious 
complication due to the transference of irrigating fluid 
to the blood stream is that of intravesical and intravascu- 
lar hemolysis. This results from the use of solutions not 
isotonic with blood. McLaughlin,’ Foley, Creevy,’ and 
others have pointed out the potential dangers of hemol- 
ysis, namely hemoglobinemia, hemoglobinuria, and renal 
damage, resulting in oliguria or anuria. These authors 
and others have advocated the use of isotonic irrigating 
solutions, such as glucose, urea, glycine, or other amino 
acids, during transurethral resection. The use of these 
solutions seems to have largely eliminated the compli- 
cation of hemolysis and lower nephron nephrosis as an 
aftermath of transurethral prostatectomy. We prefer a 
1.1% aminoacetic acid solution, as suggested by Nesbit,’ 
and find it an inexpensive and effective irrigating solu- 
tion. Not a single instance of intravascular hemolysis or 
hemoglobinemia has occurred on our service since am- 
inoacetic acid has been used routinely as an irrigating 
fluid. Bacteremia is another potential sequel of irrigating 
fluid entering open venous sinuses during transurethral 
prostatic resection. Positive postoperative blood cultures 
have been found in a high percentage of patients by sev- 
eral observers.‘ We have recently studied a group of 128 
consecutive patients undergoing transurethral resection 
of the prostate and have found a low incidence of post- 
operative bacteremia, namely, 1.56° .° Our studies indi- 
cate that bacteremia is not a common complicating fac- 
tor but that attempts should be made to prevent it by 
preoperative chemotherapy. This is especially important 
in those patients with either valvular heart disease or 
significant urinary tract infection. 
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The third potential danger of introducing irrigating 
fluid into the blood stream during transurethral resec- 
tion is that of overhydration. This complication is one 
that we have only recently recognized and one that we 
wish to emphasize in this report. Landsteiner and Finch ° 
have shown that as much as 1,500 cc. of fluid may be 
introduced into the circulatory system during the course 
of a transurethral prostatic resection. Creevy's studies,’ 
which involved measurement of the postoperative blood 
sugar levels after the use of 4% liquid glucose as an 
irrigating fluid, also indicate that, in some instances, the 
amount of fluid entering the blood stream may be large. 
Overhydration from this additional volume of fluid may 
manifest itself in two ways. First, it is indicated by the 
occurrence of failure of the left side of the heart and 
acute pulmonary edema during the operation or imme- 
diately afterward due to sudden overloading of the cir- 
culatory system with excessive fluid. We have observed 
three such instances, and these are reported in detail. 
Secondly, overhydration may manifest itself by an ex- 
cessive output of urine, as compared with fluid intake, 
during the first few postoperative days. This phenom- 
enon has been observed in five patients, in two of whom 
acute pulmonary edema also developed. These instances 
also are reported in detail. . 


REPORT OF CASES 


Cast 1.—A 49-year-old white man had noted increasing 
symptoms of prostatism for a year prior to hospitalization. 
Physical findings were: an enlarged, smooth, elastic prostate and 
$00 cc. of residual urine. The heart and lungs were normal, the 
blood pressure was 168/98 mm. Hg, and on a chest roentgeno- 
gram slight pulmonary emphysema was seen. Catheter drainage 
of the bladder was instituted, and the blood nonprotein nitrogen 
level, 42.2 mg. per 100 cc. on entry, fell to 32.5 mg. per 100 
cc. at the end of five days. A transurethral resection was then 
performed and 28 gm. of prostatic tissue removed. Toward the 
end of the operation a considerable amount of venous bleeding 
was encountered; the patient coughed and became suddenly 
dyspneic. Cyanosis, particularly of the head and upper thorax, 
developed, and large quantities of watery fluid were expec- 
torated. The lungs filled rapidly, with bubbling, coarse, moist 
rales. The patient's blood pressure fell to 100/60 mm. Hg, and 
the pulse rate increased to 128 beats per minute. A diagnosis of 
acute pulmonary edema was made, and immediately administra- 
tion of oxygen by pressure mask was started. The patient received 
344 grains (235 mg.) of aminophyllin given intravenously. The 
operation was terminated, and all bleeding was promptly con- 
trolled by pressure on the prostatic bed by a Foley bag catheter. 
In 45 minutes the lungs had cleared considerably, and the patient 
was taken to his room. Administration of all postoperative intra- 
venous fluids was omitted. The subsequent intake and output 
records for the operative day and first four postoperative days 
are shown in the table. An electrocardiogram taken immedi- 
ately after surgery showed no diagnostic deformities. On the 
second postoperative day a small infarct in the left lung de- 
veloped. There was no evidence of thrombophlebitis of the lower 
extremities. Eleven days later the patient was returned to surgery, 
and all remaining obstructing prostatic tissue was removed with- 
out further difficulty. The patient was discharged six days later 
with good urinary function and no complaints. 
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Caste 2.—A 60-year-old white man was admitted to the 
hospital with a history of gradually increasing prostatism for two 
years. One week before admission he had acute urinary retention 
that required catheterization. He stated that he had noticed 
dyspnea on exertion for the previous three years. This was ac- 
companied by substernal pain that radiated into both arms. No 
other cardiac symptoms were apparent. The patient's blood 
pressure was 120/80 mm. Hg: the pulse was 88 beats per minute. 
His heart and lungs showed no unusual findings. The prostate 
was moderately enlarged, firm in consistency, and smooth. The 
blood urea nitrogen level was 13.6 mg. per 100 cc. and the crea- 
tinine, 1.5 mg. per 100 cc. A preoperative electrocardiogram 
indicated only early strain of the left side of the heart. The chest 
roentgenogram showed normal findings. The diagnoses were 
benign prostatic hypertrophy with urinary retention and arterio- 
sclerotic heart disease. Four days after entry a transurethral 
prostatic resection was performed. Large intravesical median and 
lateral lobes were resected and 46 gm. of tissue removed. Toward 
the end of the procedure there was some difficulty due to profuse 
hemorrhage that apparently originated from the opening of 
large capsular venous sinuses. Just as the operation was termi- 
nated the patient began to cough and became dyspneic and 
cyanotic. Copious amounts of frothy material were expectorated. 
His pulse rate increased to 120 beats per minute; the lungs were 
filled with coarse, bubbling, moist rales and showed reduced 
resonance to percussion. The heart tones were weak and rapid; 
the blood pressure was 110/70 mm. Hg. A diagnosis of acute 
pulmonary edema was made. Immediate treatment was started, 
including administration of oxygen through a pressure mask; 
subcutaneous administration of morphine sulfate, 15 mg., and 
atropine sulfate, 0.4 mg.; and aminophyllin, 0.5 gm., given intra- 
venously. In 20 minutes the lungs had cleared except for fine 
basilar rales. On the patient's return to his room a transient drop 
in blood pressure to 80/60 mm. Hg occurred. He received no 
intravenous fluids; 2,000 cc. of 5% dextrose in distilled water 
was given subcutaneously on the first postoperative day. His 
intake and output records during the day of operation and the 
first four postoperative days are shown in the table. 

The oliguria noted in this patient on the day of operation and 
the first postoperative day apparently was due to blood loss and 
shock, which resulted in some degree of temporary renal failure. 
During surgery he undoubtedly had enough irrigating fluid 
infused into his blood stream through the prostatic veins to over- 
load the circulatory system. Failure of the left side of the heart 
and acute pulmonary edema resulted. The results of postopera- 
tive colorimetric serum examination for hemoglobin were within 
normal limits. The patient's postoperative course was compli- 
cated. Digitalization was necessary because of a persistently 
high pulse rate. On the ninth postoperative day an infarct of 
the left lung developed apparently from an embolus from 
phlebitis of the left leg. On the 29th postoperative day the patient 
seemed to be completely recovered. He was voiding without 
difficulty, the chest was clear to auscultation, and his general 
condition was satisfactory for discharge from the hospital. 

Caste 3.—A 70-year-old white man was admitted to the 
hospital with a history of complete retention of urine one month 
prior to admission. He entered the hospital with an inlying 
catheter that had been in place since that time. He also had a 
history of severe cardiac disease for the previous 35 years. He 
had had severe angina and coronary insufficiency for this period 
of time. After continued catheter drainage for a week after entry, 
the medical consultant felt that the patient was in the best pos- 
sible condition for surgery. A transurethral resection was carried 
out, and 29 gm. of benign, obstructing prostatic tissue was re- 
moved. There was rather profuse bleeding, both arterial and 
venous in nature, throughout the procedure. Near the comple- 
tion of the operation the patient experienced severe substernal 
pain that was relieved by giving 4% grain (10 mg.) of morphine 
sulfate. Immediately on the patient's return to his room acute 
pulmonary edema developed, with cyanosis, bubbling rales, and 
acute dyspnea. Positive pressure oxygen, digitoxin intravenously, 
and aminophyllin were given; later, arterenol- was adminis- 
tered for the fall in blood pressure. In about one hour the acute 
symptoms subsided, and the patient experienced no further diffi- 
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culty in his postoperative course. Serial electrocardiographs 
showed no change from the preoperative tracings. The patient 
was discharged from the hospital on the 12th postoperative day 
with good urinary function. His intake and output records are 
shown in the table. 

Cast 4.—A 64-year-old white man was admitted to the hos- 
pital with a history of a previous transurethral prostatic resection 
in 1948 for benign prostatic hypertrophy. Owing to persistent 
symptoms of prostatism another similar operation was advised. 
Physical examination showed no significant abnormalities with 
the exception that, on rectal examination, the prostate was en- 
larged, smooth, and symmetrical, with no sign of malignant 
lesions. A transurethral resection of prostatic tissue, including 
the region of the colliculus seminalis and anterior wall of the 
prostatic urethra, was performed. Considerable bleeding oc- 
curred, apparently due to opening of venous sinuses on the floor 
of the urethra. The bleeding was easily controlled by pressure 
with a Foley bag catheter. Sixteen grams of benign prostatic 
tissue was removed. This patient's fluid intake and output records 
are shown in the table. During resection the patient showed none 
of the signs of pulmonary edema; however, a large quantity of 
irrigating fluid was apparently introduced into his circulatory 
system during this map resulting in high urinary output 
on the first postoperative day as compared with the fluid intake 


Postoperative Fluid Intake and Output in Cubic Centimeters 


Postoperative Day 


Operative —--—-- 
Day lst ad 4th 
Case 
Case 
Care 8 
Case 4 
tase 6 


for the same period. His postoperative course was otherwise 
uneventful, and he was discharged on the sixth day after 
surgery. 

Case 5.—A 53-year-old white man was admitted to the 
hospital with symptoms of increasing frequency and hesitancy 
of urination with nocturia for the past six months. His residual 
urine was 360 cc. There were no abnormalities found on physical 
examination except a moderately enlarged, firm, smooth prostate. 
The diagnosis was bladder neck obstruction due to benign pros- 
tatic hypertrophy. A transurethral prostatic resection was per- 
formed, and excessive venous bleeding was encountered. The 
bleeding was controlled by pressure with the Foley bag catheter. 
Twenty-six grams of benign prostatic tissue was removed. The 
patient had a smooth, satisfactory postoperative course and was 
discharged on the eighth postoperative day. His fluid intake and 
output are shown in the table. 

Cast 6.—A 63-year-old white man was admitted to the hos- 
pital with a history of acute retention of urine two weeks prior 
to admission and severe difficulty in voiding since that time. 
Physical examination findings were essentially normal, with the 
exception of a benign enlargement of the prostate. Cystoscopy 
and a cystogram revealed a rather small, benign enlargement of 
the prostate and a large bladder diverticulum that did not empty. 
A suprapubic excision of the diverticulum was carried out a few 
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days later, and the patient tolerated the surgery well. Owing 
to the small size of the prostate and its fibrous nature it was 
elected to perform a secondary transurethral resection 10 days 
after the diverticulectomy. This was carried out without undue 
difficulty until the end of the procedure, when considerable 
venous bleeding was encountered. Bleeding was controlled by 
Foley bag catheter pressure, and the patient left the operating 
room in good condition. Twenty grams of benign prostatic tissue 
was removed during the procedure. The intake and output 
records of this patient are shown in the table. After surgery the 
patient had some gastric bleeding that subsided in 24 hours. A 
subsequent gastrointestinal series showed no abnormality. The 
remainder of the patient's convalescence was uneventful, and 
he was discharged with good urinary function 10 days after 
t resection. 
COMMENT 

The general tendency of surgical patients to excrete 
a small volume of urine despite a large fluid intake in 
the early postoperative period is a common clinical ob- 
servation. Detailed fluid balance studies show that even 
the surgical patient with normal fluid balance tends to 
retain both water and salt after operation.* Thus, the 
excessive fluid output, as compared with intake, observed 
in five of the patients reported on may be even more 
significant than the record would indicate. Lesser degrees 
of overhydration must occur, although this would not be 
apparent from routine fluid intake and output studies. 

Lyon and associates,” in a study of blood volume of 
surgical patients, concluded that one could estimate 
variations in total blood volume by determining the red 
cell volume. This factor is most resistant to excessive 
hydration or depletion. As a simpler method, which may 
be applied only to patients with normal fluid balance, 
they suggested the employment of serial hematocrit de- 
terminations during the first few postoperative days. To 
determine the incidence of overhydration, with the hem- 
atocrit used as an index of blood volume, we studied 
128 consecutive cases of transurethral resection of the 
prostate with hematocrit determinations taken imme- 
diately before and after operation. These findings are 
reported in detail elsewhere.” They indicate that the 
hematocrit is not a sufficiently sensitive index of blood 
volume to detect moderate degrees of overhydration 
during such a short period of time. Accurate measure- 
ment of the blood volume immediately before and after 
operation offers considerable difficulty. The determina- 
tion of plasma volume with Evans blue could not be 
repeated within such a short period of time.'’ Serial 
blood volume determinations in which radioactive, iodi- 
nated plasma protein is used are possible at relatively 
short intervals.'' However, the factor of blood loss must 
be measured and consideration given to the total body 
fluids, both intracellular and extracellular, that are in 
equilibrium with the intravascular fluid volume. These 
factors make the detection of minor alterations in fluid 
volume difficult to accurately detect. Further studies 
along these lines are contemplated. 

Clinically, the chief significance of overhydration is 
the sudden overloading of the circulatory system with vol- 
umes of fluid that may overburden an already damaged 
heart. A large number of patients with prostatic enlarge- 
ment have varying degrees of myocardial or coronary 
insufficiency and are, thus, more susceptible to this com- 
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plication. The occurrence of acute failure of the left side 
of the heart and pulmonary edema, during or immedi- 
ately after transurethral resection, constitutes an emer- 
gency that must be handled properly to insure recovery. 
Realization that this emergency may be caused by over- 
hydration from irrigating mediums will result in with- 
holding additional fluids postoperatively and the use of 
all aids to renal elimination. 


SUMMARY AND CONCLUSIONS 

Overhydration due to the introduction of irrigating 
fluid directly into venous sinuses during transurethral 
resection of the prostate and bladder neck manifested it- 
self in six patients by acute pulmonary edema. This over- 
hydration was due to sudden overloading of the circula- 
tory system with excess fluid in patients whose cardiac 
reserve was insufficient to handle this excess. In other pa- 
tients the excess fluid may be excreted without failure of 
the left side of the heart and may manifest itself only by 
an output of urine that is disproportionate with the fluid 
intake. 

720 N. Michigan Blvd. (11) (Dr. Bulkley). 
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with Diabetes. Diabetes does not usually prevent a 
woman from having children, but special care is needed in preg- 
nancy. There is some chance of the baby developing diabetes in 
later life, but it is not great unless the father is diabetic or has 
a diabetic parent. . . . When the father is also diabetic, all 
children are potential diabetics, whereas if he is healthy but has 
a diabetic parent, half his children are likely to become diabetics. 

. . Pregnancy in the diabetic differs from normal in several 
respects. There is an increased incidence of congenital defect 
and of pre-eclampsia and an increased liability to death in utero 
or in the first few days of life. The infant tends to be oversized. 
_ . . The danger to the fetus is much greater if the mother has 
developed the vascular complications of diabetes, especially 
nephropathy or calcification of the pelvic arteries. . . . [Pregnant 
women who have diabetes! should be seen once weekly, unless 
they are very intelligent and the diabetes is well controlled, in 
which case the interval may be two weeks till the twenty-eighth 
week and thereafter one week. . . . Urine testing should be 
carried out by the patient, up to four times daily, and the result 
recorded for inspection. Insulin requirements usually vary 
during pregnancy. In the majority of cases there is a gradually 
increasing need, which may reach four times the original dose. 
In such cases, after delivery it falls at once to the original value; 
and if this is not appreciated, hypoglycemia will result in the 
puerperium. . . . The renal threshold is often lowered during 
pregnancy, and for this reason random blood sugar estimations 
are a great help in deciding whether or not to increase the insulin 
intake. Glycosuria does not always mean hyperglycemia. . . . 
The avoidance of diabetic acidosis is most important, and in- 
fection is its commonest precipitating cause. Therefore infection 
must always be promptly treated and a special watch kept for 
urinary infection.—F. H. H. Wilson, M.D., Pregnancy with 
Diabetes—-The Physician's Viewpoint, Medical Journal of 
Australia, July 17, 1954. 
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A STUDY OF ANESTHESIA FOR 1,176 TRANSURETHRAL PROSTATECTOMIES 
| Constance L. Graves, M.D., Francis M. Sellers, M.D. 


and 
Mary Karp, M.D., Chicago 


Modern anesthesia must deal with many problems 
that current conditions have produced. With the increase 
in life expectancy the numbers of older patients under- 
going major surgery in recent years have correspondingly 
increased. Surgical statistics at Wesley Memorial Hos- 
pital in Chicago show a 35° increase in the number of 
patients over the age of 60 who had surgery in 1952 
as compared with 1942. During the same period there 
was a 55% increase in the number of patients over the 
age of 75. These elderly patients are not only suffering 
from the pathological conditions requiring surgery but 
have additional degenerative pulmonary and cardio- 
vascular diseases as well as nutritional deficiencies. Most 
of these patients tolerate the trauma of surgery and anes- 
thesia poorly, deteriorate readily, and are slow to re- 
cuperate. Thus the anesthesiologist is faced with the 
special problem of the proper choice of anesthetic agent 
and method in older patients and all the many difficulties 
attendant on the operative and postoperative mainte- 
nance of these patients. 

In no specialty has this problem of shifting age inci- 
dence with its resultant complications become more 
pronounced than in that of genitourinary surgery. The 
diseases dealt with in that field are, of course, those gen- 
erally occurring in older persons; of these, diseases of 
the prostate gland are the largest group. The aim of this 
paper is to study statistically and clinically patients un- 
dergoing transurethral resections of the prostate gland 
at Wesley Memorial Hospital over a 10 year period from 
July, 1942, to July, 1952. The study includes an analysis 
of the disease states present in these patients in addition 
to their prostatism as well as an evaluation of the anes- 
thetic methods used and any complications that may 
have occurred. Attention is also paid to postoperative 
complications in general in an attempt to determine 
whether or not these are causally related to the anes- 
thetic method employed. Thus, while the main purpose 
of this paper is to present the anesthetic problems posed 
by a special surgical procedure, transurethral prosta- 
tectomy, the larger problem of anesthesia in older per- 
sons in general is also considered. 

PATIENTS STUDIED 

This study is based on an analysis of the records of 
1,176 transurethral operations performed on 1,068 pa- 
tients at Wesley Memorial Hospital over a 10 year 
period. While the majority of these cases represent pros- 
tatectomies, a few cases of simple bladder neck con- 
tracture resections are included. The patients ranged in 
age from 17 to 95. Seventy per cent of the patients were 
between the ages of 56 and 76, while 68°% were over 60 
years of age. Distribution of the patients by age is shown 
in table 1. When classified by the risk criteria established 
by the American Society of Anesthesiologists, most of 
the patients were either risk 1 or 2, 267 and 282; 28 


were risk 3; 2 risk 5; and 3 risk 6. There were no patients 
in risk groups 4 and 7. The risk group of 57 patients 
could not be determined. It is of interest to note that not 
only were the majority of the patients in this series in the 
older age group but 59% were in a risk classification 
other than 1. 

Each patient was studied from the viewpoint of pre- 
existing disease states other than the urologic complaints. 
Associated medical conditions are listed in table 2. The 
disease occurring most often was, as one might expect 
from the age group represented, hypertensive and ar- 
teriosclerotic cardiovascular disease. The two diseases, 
although occurring separately on occasion, are consid- 
ered together in this study for purposes of convenience. 
These types of heart disease were accompanied by a high 
incidence of coronary artery disease and cardiac ar- 
rhythmias of one form or another. About 40% of all the 
patients had some form of heart disease. It is highly sig- 
nificant that there were two patients in whom myocardial 
infarction occurred during the hospital stay prior to 
the operation who successfully underwent surgery. Many 
other disease states were present; some of them made the 
anesthetic and the operation a distinct risk; others were 
merely secondary. Almost no condition constituted a 
contraindication to an operation so necessary as remov- 
ing an obstructing prostate. 

The associated urologic conditions were likewise tabu- 
lated (table 3). The commonest disease was carcinoma 
of the prostate, which was present in 11% of the patients. 
Most of these urologic diseases were secondary and as 
such contributed no difficulty to the anesthetic problem. 


TECHNIQUES OF ANESTHESIA AND ANALGESIA 

Of these 1,176 operations, 946, or 80% , were done 
with low spinal analgesia. Two hundred twenty-four op- 
erations of the series were done with the patient under 
an intravenously administered 2.5% solution of thio- 
pental (Pentothal) supplemented by inhalation of nitrous 
oxide and oxygen. Other general techniques were used in 
three cases, and caudal anesthesia was used in three. 
The duration of the operation was up to 29 minutes in 41 
cases, 30 to 59 minutes in 222, 60 to 89 minutes in 184, 
and 90 minutes and over in 122. Fifty-four per cent of the 
operations required more than an hour, and only 7% 
required less than 30 minutes. The longest operation 
lasted 300 minutes, while the over-all average duration 
was 63 minutes. 

Reasons or indications for thiopental, when it was 
used, are listed in table 4. The most frequently assigned 
cause was a repeat resection, usually in the same hospital 
stay; these operations generally were of short duration, 
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Taste 1.—Distribution of Patients by Age 


No. of 

Age, Yr. Patients 
Under 
5-40... 
217 
6 


Taste 2.—Associated Medical Conditions 


System Affected 


Cantiovascular 
Hypertensive 


Arteriosclerotic 

Coronary artery 

Cardiac decompensation ..... ‘ 

Cardiac arrhythmias ....... - 
Undesignated ........... » 
Auricular fibrillation . , 2% 
Heart block ......... 

Rheumatic heart disease.... 

Aneuryem of aorta......... 

Recent myocardial infaret.. 

Generalized arterioselerosi« 


Heart disease ............ 


Gastrointestinal 

Uleer, active .... i 
Chronle cholecystitis 
Ruptured gallbladder . 
Hepatic cirrhosis ...... 
Carcinoma of large intestine 
Multiple polyposi«, colon.... 
Esophageal diverticulum .... 


Hematopoietic 
Anemia, secondary .. 
Pernicious anemia 
Lymphatic leukemia 


Respiratory 
Bronchial asthma .......... 
Bronchiect 
Pulmonary tuberculosis, active 
Carcinoma of 
Cor pulmonale, pulmonary fibrosis 


Renal 


Uremia ...... 
Nephroselerosis .. 


Central Nervous System 
Cerebrovascular accident . 
Severe senility ......... 
Paralysis agitans ..... 
Syphilis* .. 
Neurofibromatosis . 
Epilepsy ....... 

Migraine ......... 


Endocrinal 
Diabetes mellitus . 


Miscellaneous 
Amy loidosis 
Aleoholiom .. 
(steitis deformans 


No. of 
Patients 


& 


see wo = 


* Includes meningovaseular, tabes dorsalis, latent, and other forme. 
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usually less than 30 minutes. It is significant, however, 
that almost as many repeat resections were done with a 
second spinal analgesia as with the intravenous anesthe- 
sia. Over a period of years the technique of spinal anal- 
gesia for this procedure has assumed a distinct pattern 
The agent used is tetracaine (Pontocaine) hydrochlo- 
ride, and the dosage varies, with 77% of the patient, 
receiving 10 mg. The patients are placed in the usual 
lateral decubitus position. The skin of the back is pre- 
pared with an antiseptic solution and then draped. A skin 
wheal is made over the selected lumbar interspace with 
a solution of 50 mg. of ephedrine sulfate in 2 cc. of 1% 


Taste 3.—Associated Urologic Conditions 


No. of 

s Comdition Patients 

Vesicn!l caleulus ............ 17 
Carcinoma of bladder.._.. 17 
Papilioma of bladder....... 11 
Divertieulum of 19 
Ulcerative cystitie ........... 2 
Chronic, interstitial eystiti«........... 2 
Epididymo-orechitis 8 
Hydrocele, spermatocele 5 
3 

7 

1 

1 

1 

1 

1 

2 

3 

1 

i 


Tuberculosis of prostate 
Prostatic caleull . 


Posturethral po ly posix 
Ureterolithiasis .. 


Duplication of upper tract 
Nephrolithiasis ............ 
Pyonephrosi« . 
Pyelonephritis ......... 


Polyeystic disease ..... 
Hydronephrosi« 
Solitary evyet of kidney 


Taste 4.—Indications for Use of Thiopental 
No. of 
Indication Patients 


Spastic paraplegia .............. 
Repeat transurethral resection & 

Central nervous system syphili- 


Insufficient data prior to July 1, 


procaine. The remainder of the solution is then deposited 
within the deeper tissues along the line of the projected 
spinal tap. It has been found that ephedrine given in this 
manner is a prophylaxis against the possible hypotension 
after the development of analgesia. 

The spinal tap is then made with, in most cases, the 
Sise introducer and a gold 22 gauge needle. A 5 cc. 
syringe is prepared by rinsing the barrel and plunger 
with a solution of | to 1,000 epinephrine hydrochloride 
(about 0.25 cc. adhere to the rinsed surfaces). The 1% 
tetracaine solution is drawn into the syringe to the de- 
sired dosage; 10% dextrose is used to weight the solu- 
tion. The established ratio is the same volume of dextrose 
as tetracaine, plus 0.5 cc. additional dextrose. The final 


} 
an 
1 
oy 
3 
Pernicious anemia i 
History of reaction with previous «pinal I 
of patient 2 
No reason assigned a7 
7 
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percentage of tetracaine is then about 0.4% and that of 
the dextrose is nearly 6% . This solution is then injected 
intrathecally at the rate of 0.5 cc. per second. The patient 
is turned supine with his head and shoulders elevated 
on pillows. Usually without the use of Trendelenburg po- 
sition analgesia develops to the level of the 10th to 12th 
thoracic dermatome. Frequent blood pressure and anal- 
gesia level checks are made until both are stabilized, and 
periodic blood pressure determinations are made 
throughout the operation. The presence of pallor, nausea, 
or vomiting is noted during the course of the operation 
as a sign of possible hypotension, which is then treated 
with oxygen therapy and vasopressor agents. Two hours 
or more of satisfactory analgesia may be safely expected 
by the use of this technique. Our method of preparing the 
syringe with epinephrine has been shown to increase the 
duration of analgesia by about 55% .' 


RESULTS 

In this series of patients the techniques used were 
satisfactory for the operative procedure and gave a high 
degree of safety. There were complications accompany- 
ing the anesthetic procedures; but their incidence was 
not great, nor, in most cases, serious. Eight per cent of 
patients who received spinal analgesia had some de- 
gree of hypotension, which required the use of vasopres- 
sor drugs. Rarely was this hypotension severe or of long 
duration. The incidence of headaches after spinal anes- 
thesia was 3.4%, although all of these do not represent 
true spinal headaches. For purposes of the study all 
headaches are included that occurred on two or more 
days regardless of symptoms. In only two patients did 
the headaches continue for more than seven days. The 
rate of postanesthetic backaches was studied because of 
the often-heard statement that “one’s back is never the 
same after a spinal.” While there was some complaint of 
a backache in 3.6% of those patients who received 
spinal analgesia, it was also found in 1% of those who 
received thiopental. 

Mental confusion, ranging from mild uncooperative- 
ness to complete disorientation, was a surprisingly fre- 
quent occurrence, but in our opinion was the result of 
arteriosclerosis rather than anesthesia, as it tended to 
occur at night in many of the older patients before sur- 
gery as well as after. Of 100 consecutive patients who 
received spinal analgesia, 44° had nausea and vomiting 
in the first 24 hours. In a like group receiving thiopental, 
nausea and vomiting occurred in 43%. It was our im- 
pression that the nausea and vomiting after transureth- 
ral prostatectomies were due to the surgical procedure 
itself (perhaps the result of absorption of necrotic tissue 
from the operative site) rather than to the anesthetic 
agent or method employed. A summary of the anes- 
thesia complications is found in table 5. 

Morbidity and mortality are tabulated in table 6. All 
patients who died from any cause during the hospital 
stay in which they had the transurethral resection are 
included in the mortality statistics. There were 16 deaths, 
giving a mortality rate to the series of 1.3%. Several 
of the deaths thus included could not seriously be con- 
sidered as operative deaths. In reviewing the mortality, 
the anesthesia used seemed incidental to the cause of 
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death in almost all the cases. Two patients died of 
generalized carcinomas, two after perforation of the 
bladder with urinary extravasation, and one from red 
blood cell hemolysis resulting from extensive irrigation 
of the bleeding prostatic bed with distilled water. An- 
other patient died because of vegetative endocarditis; 
four deaths were due to uremia with cardiac failure, and 
one to a severe pyelonephritis. In all of these cases the 
death was not in any way related to the anesthetic method 
used. 


Taste $.—Anesthesia Complications 
(Since July 1, 1948) 


Type of Anesthetic 


No. of 
Patients 
Thiopental 

Laryngosepaem ..... 

Hypotension .. 

Hypertension . 

Backache 

Hiceoughs ........ 

Headache (two or more days peste perative) 


wee o 


Spinal 

Hypotension ..... 

Hemorrhage . 
Hypertension .. 
Headache (two or more « aye peste erative) 
Failure of «pinal.. 
Mental co eatusion 
Hiceoughs ......... 
Pulmonary edema .............. 


wewtieBewB 


Taste 6.—Morbidity and Mortality 


Condition Morbidity Mortality 
Hemorrhage 

Cystotomy ...... 

Re-resection ...... ‘ 

Fulguration ......... 31 
Inadequate resection “a es 
Extravaeation ..... lw 2 
Myocardial infaret ............ : 
Cardiac tailure ....... 
Vegetative endocarditis . 
Red blood cell 


Three cases of myocardial infarction and two of cere- 
bral vascular accidents deserve closer scrutiny to deter- 
mine any possible causal connection. Greater details of 
these cases follow: 


Case 1.—A man, aged 61, classed risk 3, was given a pre- 
operative diagnosis of (1) benign prostatic hypertrophy, (2) 
arteriosclerotic and hypertensive cardiovascular disease, and (3) 
decompensation with hepatomegaly and peripheral edema. The 
anesthetic employed was thiopental, and the operation lasted 80 
minutes. There was no drop in blood pressure, and the immedi- 
ate postoperative condition was good. The postoperative course 
was uneventful until sudden death on the fifth day. Post mortem 
revealed old and recent myocardial infarcts. 

Cast 2.—A man, aged 78, classed risk 2, had a preoperative 
diagnosis of (1) hypertensive and arteriosclerotic cardiovascular 
disease, (2) coronary insufficiency, and (3) osteitis deformans. 


1. Rooney, J.. and Karp, M.: Prolonged Spinal Anesthesia with Epi- 
nephrine, Pontocaine and Dextrose, Anesth. & Analg. 28: 156-160, 1949. 
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Spinal analgesia was employed, with the operation lasting 65 
minutes. There was no fall in blood pressure, and the immediate 
postoperative condition was satisfactory. The patient's post- 
Operative course was fair, with sudden death occurring on the 
fourth day. Post mortem revealed coronary thrombosis with 
myocardial infarction. 

Case 3.—A man, aged 86. classed risk 7, had a preoperative 
diagnosis of (1) pernicious anemia, and (2) generalized, severe 
arteriosclerosis. The operation lasted 35 minutes and was done 
with patient under thiopental. The blood pressure fell from 
150/60 to 95/50 mm. Hg. He died on the 24th day with a clini- 
cal diagnosis of cerebral hemorrhage. There was no postmortem 
examination. 

Cast 4.—A man, aged 61, classed risk 2, had a preoperative 
diagnosis of (1) benign prostatic hypertrophy, and (2) diabetes 
mellitus. Spinal analgesia was used for the operation, which 
lasted one hour. There was no fall in blood pressure through- 
out, and the patient's immediate postoperative condition was 
satisfactory. His postoperative course was eventful, and he died 
on the 14th day. Autopsy revealed a myocardial infarction. 

Case S.—A man, aged 69, classed risk 2, had a preoperative 
diagnosis of (1) hypertensive cardiovascular disease, with blood 
pressure 220/110 mm. Hg, (2) inactive duodenal ulcer, and (3) 
carcinoma of prostate. Spinal analgesia was chosen; the opera- 
tion lasted 25 minutes. The blood pressure fell from the pre- 
operative level of 160/80 to 130/70 mm. Hg. Immediately 
postoperatively the patient's condition was good, but he lapsed 
into coma on the second day and died. Post mortem showed a 
cerebral thrombesis. 


In three of these patients there was no apparent change 
in the blood pressure during the course of the anesthetic 
procedure to account for the ensuing events. In one of 
the two patients with demonstrable blood pressure 
changes death did not occur for 24 days postoperatively. 
In the remaining death there was a blood pressure fall 
in a severely hypertensive patient; here there may be 
reason to feel that death on the second day from cerebral 
thrombosis may have been related to the hypotension 
secondary to the spinal analgesia. 


COMMENT 

The choice of an anesthetic agent and method in these 
cases could not be determined solely by the age and risk 
of the patient. The surgical procedure itself, involving 
the use of electrocautery, entailed an explosive hazard 
that limited our choice to nonexplosive agents only. 
Faced with a group of patients in an older age group, 
representing almost every conceivable medical and uro- 
logic problem, it may seem strange that a routine method 
of anesthesia could be established. Yet that is the situa- 
tion in our department. Gradually we have come to pre- 
fer low spinal analgesia. This technique is, of course, not 
explosive. It is, in our opinion, far safer for those pa- 
tients suffering from respiratory or cardiorespiratory 
conditions. In long procedures it offers greater safety for 
the older patients than the intravenous method, in which 
large doses may be required, causing prolonged depres- 
sion and emergence. The patient who is awake is able 
to report unusual pain that may indicate perforation of 
the bladder, and postoperatively the patient who has 
had spinal analgesia does not require as close super- 
vision as one who has had a general anesthetic and who 
may asphyxiate if left unattended. The aged patient who 
loses contact with reality through general anesthesia may 
be disoriented for a long period of time, whereas such a 
patient who has had spinal analgesia has not lost con- 
tact with reality. 


The disadvantages of spinal analgesia are well known. 
Patient acceptance varies and may prove a stumbling 
block. Most patients are cooperative if the procedure is 
carefully explained and misapprehensions are cleared up. 
Technically, the method always entails the risk of hypo- 
tension. The incidence of hypotension is surprisingly low, 
however, even in severely hypertensive patients. This is 
due both to the use of ephedrine before the puncture and 
to the fact that the level of analgesia is kept low. Post- 
operative complications, such as headache and menin- 
gism are annoying but are seldom serious. Our occur- 
rence rate has been low, due perhaps to the fact that 
postoperatively the patients are limited by their cathe- 
ters to only mild activity for several days. The encourag- 
ing feature derived from this study is the mortality rate 
of 1.3°%, which represents a decrease for our institu- 
tion from previous years and compares favorably with 
rates reported elsewhere. Higbee * reports 47 mortality 
from transurethral prostatic resections, while the Mayo 
Clinic * reports 0.80. We have had no deaths after this 
operation since 1949. 


SUMMARY AND CONCLUSIONS 


A total of 1,176 anesthesia records for transurethral 
prostatic resections on 1,068 patients were studied to 
determine the morbidity and mortality associated with 
the anesthetic agents and techniques. From this study 
we have concluded that low spinal analgesia is the anes- 
thetic method of choice for most transurethral prosta- 
tectomies regardless of age, risk, or complicating con- 
ditions. 

48 FE. Bellevue Pl. (Dr. Graves). 
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Control of Heart Disease.— The search for the ctiology of heart 
disease and arteriosclerosis is being pressed throughout the 
country by hundreds of research groups. While these studies 
continue, the official health agency should develop effective proj- 
ects on a research basis for the application of existing knowledge, 
which at the same time will serve as a hub around which all 
phases of research can be maintained. Of practical importance 
to public health is the fact that tests are available for the detec- 
tion of coronary disease and hypertension. By bringing significant 
numbers of persons under periodic cardiac examination, the 
applicability of these screening methods for mass use can be 
determined. As cases accrue in the study group, the comparative 
value of the various detection technics, singly or in combination, 
can be evaluated. During this process of determining the public 
health benefits and applicability of detection tests, annual com- 
plete heart examinations will be offered to a large number of 
people who would be unlikely to obtain them otherwise. This 
in itself is a significant contribution to the health of these people 
and the health education of their families. Persons with newly 
discovered enlarged hearts, hypertension, rheumatic hearts, 
arteriosclerosis, or diabetes will then have the best available 
opportunity to obtain modern medical care by their own physi- 
cians after the prompt diagnosis of early disease.—H. E. Hille- 
boe, M.D., M.P.H.; G. James, M.D., M.P.H., and J. T. Doyle, 
M.D., Cardiovascular Health Center: 1. Project Design for 
Public Health Research, American Journal of Public Health, 
July, 1954, 
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THE CHALLENGE OF THE NEWBORN INFANT 


CHAIRMAN'’S ADDRESS 


Oliver L. Strinefield, M.D., Stamford, Conn. 


Physicians throughout the United States are justly 
proud of the gradual decline in infant mortality during the 
past 40 years. In 1915 the national mortality rate for in- 
fants under one year of age was over 100 per 1,000 live 
births. In 1935 it declined to 56, and in 1952 it reached 
a low of 28.6. Many factors have combined to produce 
these results. The medical profession has been the key 
factor through its stimulation of research, better medical 
training, leadership in health activities, and cooperation 
with lay organizations and corporations. Among the end 
results, are safer foods, pasteurization of milk, better 
water supplies, better sanitation, and prevention of dis- 
eases through immunization. Probably the most perti- 
nent elements in reducing this mortality in recent years 
have been better prenatal care and the availability of 
hospitals for confinement with their facilities for imme- 
diate postnatal care. Antibiotics and other therapeutic 
devices have also helped reduce infant mortality. The 
table shows infant mortality rates in Connecticut. 

The greatest problems involve the first week of life. 
since approximately 70° of the infant deaths occur dur- 
ing this period. Of this number, about 60° of the deaths 
occur during the first 24 hours of life. Premature births 
account for the vast majority of infant deaths in the latter 
case. Stewart Clifford ' noted that infant mortality in 
the Boston Lying-in Hospital has remained constant at 
13 per 1,000 live births for the past six years; two-thirds 
of these result from premature births. In 1941 Levine 
and Gordon * presented a clear concept of the physiology, 
pathology, and needs of the premature infant. With im- 
proved incubators, better nursing and feeding techniques, 
and an understanding of nutritional needs, many more 
premature babies are now being saved. The immaturity 
of all the infant's functions, especially the heat regulating 
center, respiratory center and fragility of its capillaries, 
demand more careful use of narcosis in the mother, ex- 
ternal heat, oxygen, and gentle handling immediately 
after birth. 


PREVENTIVE AND REMEDIAL MEASURES 


Many authorities have stated that the first 15 minutes 
after delivery is the most dangerous period of life. The 
most immediate danger to the newborn is anoxia. Fortu- 
nately, under normal conditions, nature has provided a 
mechanism for solving this problem. The challange ts to 
recognize deviations from the normal that produce an- 
oxia and to institute preventive and immediate remedial 
measures. Among these deviations are intrauterine 
causes, such as premature separation of placenta, atelec- 
tasis; hyaline membrane disease; and congenital heart 
disease. Improved devices, such as Denton’s © Mist-O,- 
Gen apparatus and other types of atomizers to produce 
high humidity, help prevent anoxia. The role of recently 
introduced detergents combined with high humidity must 
be studied further to determine their proper value and 
use. Other mechanical devices are directed toward assist- 


ing the expansion of the lungs, such as Bloxsom’s * pos- 
itive pressure air lock, Goddard's © new positive pressure 
apparatus, and the Aspirator-Resuscitator used by 
Fletcher and Rogers.” Gellis, White, and Pfeffer * have 
called attention to the value of gastric suction, following 
cesarean section, in preventing hyaline membrane dis- 
ease. Tremendous progress has been made during the 
past few years in hemolytic diseases of the newborn in- 
fant. In November, 1952, a symposium on erythroblas- 
tosis fetalis and kernicterus was held at the Children’s 
Medical Center in Boston.” This symposium made great 
contributions to the problem; however, much more work 
remains to be done, especially to define more clearly the 
indications for and techiques of exchange transfusion. 
An analysis of the problems of newborn infants indi- 
cates they can be solved only by cooperative efforts on 
the part of the obstetrician, pediatrician, anesthesiolo- 
gist, and pathologist. No single, specialty organization is 
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in 4 position to make a complete evaluation of present 
preventive and remedial measures. The American Med- 
ical Association is the most appropriate and able body 
toconceive and carry out a symposium of this type. I hope 
that the sections on pediatrics, obstetrics and gynecology, 
and anesthesiology will hold a combined meeting at an 
annual session, in the not too distant future, to discuss 
latest solutions to the problems of the newborn infant. 


1416 Bedford St. 


Read before the Section on Pediatrics at the 103rd Annual Meeting 
of the American Medical Association, San Francisco, June 24, 1954 
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IMPORTANCE OF THE PERINEURAL SPACES IN NERVE BLOCKING 
Daniel C. Moore, M.D., Raymond F. Hain, M.D., Arthur Ward, M.D. 


and 


Lloyd D. Bridenbaugh Jr., M.D., Seattle 


Physicians who inject nerve blocking agents, cither 
to produce local anesthesia or to alleviate pain, are 
aware of the possible complications associated with these 
procedures. However, few seem to be cognizant of the 
potential significance of the relationship of the perineural 
spaces to the subarachnoid space and the spinal cord 
as the determining factor in the development of some of 
the more serious complications. This relationship was 
bluntly called to our attention by recent experiences 
after the use of Efocaine (a solution of 1° procaine, 
0.25% procaine hydrochloride, and 5 butyl-p-amino- 
benzoate in a solvent composed of 2° polyethylene 
glycol 300, 78% propylene glycol, and water). It was 
originally advertised as a safe, long-acting (two to four 
weeks’ duration), local anesthetic mixture unassociated 
with encapsulation, abscesses, foreign body reactions, 
tissue sloughs, or other such adverse effects encountered 
after the use of oil solvents.’ Early published reports 
seemed to support the claim of its manufacturer that its 
prolonged action was effected by the precipitation of 
procaine crystals in the body tissues.“ However, later pub- 
lished reports indicated that the long action was actually 
due to tissue damage, particularly to nervous tissue, 
from the propylene and polyethylene glycol that are the 
principal solvents in the Efocaine mixture. These pub- 
lications reported sloughs, cellulitis, transverse myelitis, 
and deaths.’ 


From the Department of Anesthesiology. Mason Clinic (Drs. Moore 
and Bridenbaugh), the Department of Pathology, University of Wash- 
ington School of Medicine (Dr. Hain), and the Division of Neurosurgery, 
University of Washington School of Medicine (Dr. Ward). 
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In reviewing two deaths and 11 cases of transverse 
myelitis following the use of Efocaine, it was noted “ 
that all of the patients received paravertebral injections 
of the peripheral somatic nerves except one, who re- 
ceived a lumbar sympathetic block. The maximum dis- 
tance of the injection site from the intervertebral foramen 
was 8 cm., by actual postmortem measurement. Four 
of these patients had percutaneous injections—in two 
the intercostal nerves were blocked, and in one the lum- 
bar sympathetic nerves were injected. In the remaining 
nine patients, the intercostal nerves were injected intra- 
neurally under direct vision for the relief of postopera- 
tive pain prior to closure of thoracotomies. In most 
instances, the physician blamed himself for having in- 
advertently injected the anesthetic agent into the sub- 
arachnoid space through unusually long cuffs of dura. 
This is exemplified by the following statement from a 
recently published paper by Brittingham, Berlin, and 
Wolff ': “An almost unavoidable hazard of paravertebral 
nerve block is inadvertent injection of the agent used 
into the subarachnoid space. This probably occurs be- 
cause of an outward prolongation of the subarachnoid 
space or in other instances because of movement of the 
patient and tearing of the tissues after the needle is in 
place.” In spite of this possibility, it is unlikely that dural 
cuffs extend 6 to 8 cm. past the intervertebral foramina; 
thus, direct injection into the subarachnoid space by this 
route is doubtful.’ 

If long dural cuffs are not the route of entrance into 
the spinal subarachnoid space, what other route is avail- 
able? Brierly, Key,” French,”* Sullivan,”’ and their co- 
workers have clearly established that materials injected 
directly into peripheral nerves can later be detected in the 
spinal subarachnoid space and spinal cord. Such injec- 
tions can be accomplished with considerable difficulty or, 
on other occasions, can be performed with the ease of a 
venipuncture." In animals the injection mass may reach 
the spinal cord when introduced into the sciatic nerve as 
far distally as the popliteal space." By employing radio- 
graphic and microscopic studies, French ** has defined 
the route of the injection mass as follows: “The media 
were found to flow readily in the nerves within the fascic- 
uli, lateral diffusion being limited by endoneurial con- 
nective tissue planes. In tracing the course of an injected 
medium it was found to lie discretely localized in the 
peri-axonal connective tissue of a fasciculus in the distal 
portion of the nerve. As it approached the dura mater, 
it assumed a position in the perineural interstices and 
finally in the perineurium itself. It appeared to enter the 
subdural space and break through into the subarachnoid 
space at, or near, the arachnoid cuff.” 

In addition to these reports, a review of the anatomy 
of the spinal cord and the spinal nerves revealed that, 
while the dura mater and the delicate arachnoid fuse 
with the epineurium of the nerve at approximately the 
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intervertebral foramen, the pia mater is continuous with 
the epineurium of peripheral nerves * (see figure). These 
anatomic facts clearly point out that structures of the 
peripheral nerves distal to the intervertebral foramina 
are continuous with those of the nerve roots proximal 
to the intervertebral foramina and that the perineural 
spaces are at least potential spaces by which fluids 
injected intraneurally may spread centrad to the spinal 
cord. Therefore, it was deemed advisable to determine 
whether this route was applicable for the spread of Efo- 
caine. The following series of experiments were done by 
the Mason Clinic in conjunction with the division of 
neurosurgery and the department of pathology at the 
University of Washington Medical School. 


MATERIAL AND METHODS 

Intraneural Injections —Lumbar nerves of 11 mon- 
keys under pentobarbital (Nembutal) sodium anesthesia 
were exposed through a paravertebral incision. With a 
23 or 25 gauge needle, 0.5 to 1.5 cc. of Efocaine was 
injected intraneurally 3 to 4 cm. distal to the interverte- 
bral foramina. In 5 of these 11 monkeys, Efocaine was 
injected into two nerves of either the right or the left side 
(L-2 and 3 or L-3 and 4). In each of two of these five 
monkeys, after clinical recovery from the first injection, 
the drug was injected into two nerves of the opposite 
side. In 3 of the 11 monkeys, Efocaine was injected into 
three nerves of the same side, and in the three remaining 
monkeys, it was injected into a single lumbar nerve. 
Thus Efocaine was injected into 26 lumbar nerves in 
13 sides of 11 monkeys. Thirty to 45 minutes after intra- 
neural injections of Efocaine, the spinal fluid of six 
monkeys was withdrawn and tested for procaine by the 
method of Ting, Coon, and Conway.” As a control, 
spinal fluid was withdrawn preoperatively from two 
monkeys and tested for procaine by this same technique. 

Intrathecal Injections.—Efocaine, in amounts vary- 
ing from 0.5 to 1.5 cc., was injected into the lumbar sub- 
arachnoid space of nine monkeys. In two, the injections 
were made under direct vision after laminectomy. In the 
remaining seven, the injections were made by percuta- 
neous spinal tap. In three other monkeys, the Efocaine 
solvent (Efocaine solution minus the procaine) alone 
was injected intrathecally, in one by laminectomy and in 
two by percutaneous spinal tap. 

Pathological Studies.—Autopsy was done on all mon- 
keys at intervals varying from 8 days to 31 weeks after 
the initial lumbar nerve injection or intrathecal admin- 
istration of Efocaine or Efocaine solvent. The spinal cord 
and injected lumbar nerves were submitted for histolog- 
ical examination to the department of pathology at the 
University of Washington Medical School. The results of 
these tissue studies will be published later. They deal 
with the effects of Efocaine and Efocaine solvent on the 
central and peripheral nervous system, not the reason for 
their spread centrad, which is the purpose of this paper. 

RESULTS 

Intraneural Injections.—Respiratory paralysis devel- 
oped in two monkeys during the course of the operation, 
and they died. Clinically, both deaths could be attributed 
to high spinal anesthesia. In one the procaine concen- 
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tration in the spinal fluid was 58 mg. per 100 cc., the 
highest obtained in any of the experiments. In the other, 
the spinal fluid was not examined. Respiratory paralysis 
developed in one monkey during the operation, but the 
monkey was successfully kept alive with a mechanical 
respirator. This monkey recovered from the anesthetic, 
and later a transverse myelitis developed clinically. He 
died on the eighth postinjection day. It is interesting to 
note that the respiratory paralysis in these monkeys did 
not develop until about 35 minutes after completion of 
the intraneural injections. In six monkeys, paralysis of 
the leg developed on the side injected. They partially 
recovered at intervals varying from 8 to 31 weeks. 
Weakness of the leg on the side injected developed in 
the four remaining monkeys. There was nearly complete 
recovery at intervals varying from 7 to 22 weeks. The 
procaine concentrations of the spinal fluids examined 
varied from 0.2 to 58 mg. per 100 cc. Tests for procaine 
in the spinal fluid of the two controls were negative, 
showing that no substances that might give a false pos- 
itive for procaine were present. 


DURA MATER 
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Cross section of the spinal cord. Note that the epineurium of the nerve 
is a continuation of the pia mater. This essentially makes a pathway for 
fluid injected intrancurally to undergo retrograde diffusion and reach the 
spinal cord. While the interstices between the nerve bundles (fasciculi) are 
filled with connective tissue called perineurium, they are potential avenues 
for retrograde diffusion of materials injected intraneurally. 


ARACHNOID® 


It is significant that the intraneural injections were ac- 
complished with varying degrees of success, depending 
apparently on the location of the tip of the needle within 
the nerve. In some instances, considerable resistance 
was encountered, resulting in marked swelling of the 
nerve with rupture of the epineurium and leakage of 
Efocaine into the adjacent soft tissues at or just proximal 
to the site of injection. In others the injection was accom- 
plished with the ease of a venipuncture, resulting in little 
or no discernible swelling of the nerve. Both the height 
of the procaine concentration in the spinal fluid and the 
severity of the clinical effects nearly always paralleled 
the ease with which the injection was accomplished. That 
is, the less resistance encountered, the greater the con- 
centration of procaine in the spinal fluid and the more 
severe the clinical effects. 
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Intrathecal Injections. —Of the nine monkeys receiv- 
ing Efocaine intrathecally, respiratory paralysis devel- 
oped in three from two to five minutes after the injection, 
and they died within 10 to 15 minutes. Clinically, their 
deaths could be attributed to high spinal anesthesia. In 
two of these monkeys, 1.5 cc. of Efocaine was injected 
intrathecally, and, in the third, | cc. was injected. One 
monkey, which received an intrathecal injection with 0.5 
cc. Efocaine, showed paralysis of the right leg and slight 
weakness of the left leg, with complete recovery in four 
weeks. Another monkey, receiving 1.25 cc. of Efocaine 
intrathecally, had weakness of both legs, with return 
to normal in four weeks. The four remaining monkeys 
each received 0.5 cc. of Efocaine intrathecally. The signs 
of a low spinal block immediately developed, but the 
monkey showed no prolonged effects from the Efocaine. 
Of the three monkeys in whom 1.5 cc. of the Efocaine 
solvent (Efocaine solution minus procaine ) was injected 
intrathecally, two showed no post-injection effects and 
the third gave clinical evidence of an arachnoiditis. 


COMMENT 

It is apparent from these experiments that Efocaine 
may be introduced into the spinal fluid and spinal cord 
by direct injection into the nerves distal to the interver- 
tebral foramen. While this investigation was limited to 
the study of Efocaine, the applicability of this route of 
entrance into the spinal cord for other substances is more 
than mere speculation. Tarlov, Perlmutter, and Berman,'’ 
in evaluating the effects of penicillin on the sciatic nerve 
of rabbits, observed in one animal the development of a 
transverse myelitis with necrosis of the lumbosacral por- 
tion of the spinal cord after the intraneural injection of 
0.07 cc. of soluble penicillin on one side and the same 
quantity of penicillin suspended in beeswax and peanut 
oil in the other. These authors conclude: “It is difficult 
to know the cause of the paraplegia in the animal that 
received a small dose of penicillin introduced into the 
epineural space. Possibly the material travelled upwards 
along one of the nerve-sheath spaces to the spinal cord 
and there exerted a toxic effect resulting in myeloma- 
lacia. In our studies on neurography in rabbits and dogs, 
radio-opaque compounds injected into the sciatic nerve 
have frequently been seen to pass upwards into the 
lumbosacral subarachnoid space. A direct pathway from 
nerve to spinal cord does, therefore, exist.” The results 
of our experiments on monkeys seem to answer the fol- 
lowing cardinal question concerning the centrad spread 
of solutions injected intraneurally: Can Efocaine spread 
centrally via the perineural spaces? 

Centrad Efocaine Spread via Perineural Spaces.—lt is 
apparent that one explanation of those instances of im- 
mediate death or transverse myelitis occurring after the 
intraneural use of Efocaine is its entrance into the spinal 
cord and/or spinal fluid via the perineural spaces. Sev- 
eral observations substantiate this statement. The devel- 
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opment of transverse myelitis and the positive tests for 
procaine in the spinal fluid show that Efocaine, injected 
intraneurally distal to the intervertebral foramina, 
reaches the spinal cord and the spinal fluid. Since neither 
Efocaine nor Efocaine solvent injected into the sub- 
arachnoid space resulted in transverse myelitis, it can be 
surmised that one or a combination of the following 
factors prevented it: (a) the spinal fluid diluted it suf- 
ficiently to render it only mildly toxic; (>) the connective 
tissue covering of the spinal cord and the nerve roots. 
the pia mater and the epineurium respectively, did not 
allow it to reach the nerve parenchyma in concentrations 
strong enough to cause tissue damage; and (c) propylene 
and polyethylene glycol are not as potent destroyers of 
tissue as alcohol or phenol.’ It therefore appears that 
the only way in which a concentration of Efocaine strong 
enough to cause myelitis could reach the parenchyma 
of the spinal cord would be for it to spread centrally 
within the epineurium. The discrepancy in time between 
the onset of total anesthesia with respiratory arrest after 
subarachnoid injection as compared to that after intra- 
neural injection would indicate that, with intraneural 
injection, the procaine in the Efocaine does not rapidly 
mix with the spinal fluid. The time it would take the 
procaine to pass the barriers of the epineurium and or 
the pia mater after the intraneural injection could easily 
account for this time discrepancy. To further elucidate 
this, a monkey was killed, and the spinal cord, lumbar 
nerves, and nerves of the brachial plexus were exposed 
by dissection. Efocaine solution colored with methylene 
blue was then injected intraneurally 4 cm. from the in- 
tervertebral foramina.” The solution spread centrad 
immediately, stopping only momentarily at the ganglion 
of the spinal nerve, during which time the injected pe- 
ripheral nerves swelled. As the solution worked its way 
past the ganglion, the nerve tended to resume its normal 
size. The colored Efocaine reached the spinal cord in 
two to five minutes. The solution remained inside the 
epineurium of the nerve, reaching the parenchyma of 
the spinal cord without entering the subarachnoid space 
and spread up and down the spinal cord within the pia 
mater. The spinal fluid did not immediately become 
tinged with the methylene blue. It required 10 to 15 
minutes for diffusion of the solution through the pia 
mater, with resultant light staining of the spinal fluid. 
It became heavily stained in 35 to 40 minutes. This 
explains why the onset of the high spinal anesthesia was 
delayed after intraneural injections. The central spread 
was more rapid in the cervical than the lumbar region. 

Every effort was made, when making an intraneural 
injection, to have the tip of the needle properly inserted 
in the nerve trunk. Yet, in spite of this effort, in only a 
few of the monkeys did the Efocaine solution spread 
centrad to the spinal cord. Therefore, it can be seen that 
many injections could be made without producing a 
transverse myelitis even if the injections were made 
under direct vision. Certainly in those that are done 
blindly, the incidence of myelitis should be extremely 
small. If the solution is injected at or anterior to the 
midaxillary line and not more than | to 2 cc. of the drug 
is injected, it is doubtful that the volume would be suf- 
ficient for the solution to reach the spinal cord, even if 


the needle point were correctly placed intraneurally. 
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Most solutions, if injected rapidly intraneurally and/or 
paravertebrally in large quantities and under enough 
pressure, can spread centrad in the perineural spaces. 
We not infrequently hear a report of a high spinal anes- 
thesia after blocks of the brachial plexus, cervical nerves, 
intercostal nerves, or lumbar nerves. In these instances, 
the physician attributed the complication to the needle 
point lying inside the dura, either in the vertebral canal 
or in a long cuff that extends beyond the intervertebral 
foramina. We now believe that in a number of these 
cases the physician's placement of the needle was “too 
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accurate,” that is, its point rested intraneurally, and the 
solution actually spread centrally in the perineural 
spaces thus causing a high spinal anesthesia. 
SUMMARY AND CONCLUSIONS 

Since most physicians use regional block procedures in 
their practice, we wish to warn them that the perineural 
spaces of the peripheral nerves are actual, not just the- 
oretical avenues to the spinal cord when solutions are 
injected intraneurally. 

1118 Ninth Ave. (1) (Dr. Moore). 


HEREDITARY VASCULAR TUMORS OF THE NERVOUS SYSTEM 
Maurice L. Silver, M.D., Providence, R. 1. 


The hereditary tendency in »~iomatous disease of the 
nervous system has been noted by all observers who have 
studied the condition now known as hemangiomatosis 
(Lindau’s disease). It was Arvid Lindau who in 1926 
proved the hemangiomatous nature of certain cystic 
tumors of the cerebellum and showed that these tumors 
are frequently associated with so-called angiomatosis 
retinae (von Hippel’s disease ).' The familial incidence 
of this condition was understood by Lindau but was defi- 
nitely established by Moller, who reported six cases (four 
of them verified) in three generations of a single family.” 
Levin noted that, in every reported case of multiple vas- 
cular tumors of the nervous system with autopsy exami- 
nation, a similar lesion was found in the spinal cord.’ 
Wvburn-Mason reviewed 47 cases and noted that few 
cases affecting the spinal cord have shown familial or 
hereditary influences but found a definite association 
with hypernephroma, apparently of a nonmalignant 
type.’ Various lesions occur with lesser frequency, in- 
cluding cysts of the lung or of the pancreas, cavernous 
angiomas of the liver, angiomas of the epididymis, and 
cutaneous angiomas. 

From the number of cases of hemangiomatosis re- 
corded in the literature, certain deductions have been 
made regarding its prevalence in the various age groups 
and between the sexes. Such analysis has been handi- 
capped by the sporadic nature of the reports and the 
limited number of available cases.’ The tracing of human 
family lineage in a problem of this type is admittedly dif- 
ficult because of the long time periods involved, the 
problems of geographical distribution of family mem- 
bers, and the absence of rigorous criteria other than his- 
tological examination of tissue for verification. It is for- 
tunate that the presence of a spinal cord hemangioma in 
a young man with a known retinal angioma led to the 
analysis of his antecedents so as to permit the compila- 
tion of the family history presented here. With such a 
study, it is hoped that light can be shed on the general 
problem of hereditary factors in neoplastic disease. It is 
also hoped that specific information can be obtained re- 
garding causative factors in the location of a given 
hereditary tendency in specific organs, as well as the 
results of various treatments in modifying the course of 
the disease as it affects the involved organs. The theo- 
retical implications of transmitted neoplastic disease in 


man make it worthy of careful study by geneticists, pa- 
thologists, and other interested students of the nervous 
system or vascular disease. As noted, such studies have 
been limited by the supposed rarity of the condition. 
Review of the medical literature indicates increasingly 
frequent reports of such vascular lesions, and, as the 
awareness of this entity spreads, it is probably not too 
unreasonable to assume that ultimately all new cases 
will be traced to a few family sources. Awareness, by the 
physician attending such families, of the probabilities of 
the disease being transmitted will permit early diagnosis 
and the most favorable results from treatment. Under 
conditions suitable for genetic analysis, the combination 
of this study with others may provide a tool for critical 
evaluation of the causative factors in human heredity. 


PATHOLOGY 

To account for the anatomic location of these vascular 
tumors of the cerebellum, Lindau considered them to 
arise as a result of a maldevelopment of the vascular 
mesenchymal plate covering the fourth ventricle. He be- 
lieved this maldevelopment occurs during the third month 
of fetal life, at which time vascularization of the retina 
also occurs. This interpretation would explain the de- 
velopment of the vascular malformation but does not 
explain the neoplastic tendency of these displaced tissues 
unless we add the concept that congenital rests retain a 
neoplastic tendency or at least maintain the capacity for 
proliferation under suitable circumstances in adult tissue. 
The older authors referred to such a vascular malforma- 
tion as an angioma, but Cushing and Bailey differentiated 


Read before the Section on Nervous and Mental Diseases at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 24, 1954. 
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clearly between the abnormally developed blood vessels 
of an angioma and true vascular neoplasms to which 
they gave the name hemangioblastoma.” In analyzing 
cerebellar vascular neoplasms, | substituted the term 
hemangioma for hemangioblastoma because the latter 
term conveys a false conception of malignant potentiality 
and primitive structure for a benign tumor of adult tis- 
sue: “Our conception of the growth potential of these 
neoplasms ascribes to them a limited capacity for pro- 
liferation. We note the infrequency of mitotic figures, 
the loose cellular structure, the increasing deposition of 
hemosiderin and lipids, and the late appearance of mono- 
or multinucleated giant cells, all as evidence of low or 
absent cytological malignancy. For these reasons, we 
feel that the term ‘hemangioblastoma’ conveys a false 
conception of malignant potentiality and primitive struc- 
tures for a tumor that we believe to be more appropri- 
ately classified as ‘hemangioma,’ a benign tumor of adult 
The gross appearance of these lesions varies consid- 
erably. In the cerebellum, the tumors usually contain a 
single large cyst with a mural tumor nodule and promi- 
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ence of thin-walled vessels and tightly packed capillaries. 
Surrounding these capillary-cavernous channels and 
sheets of endothelial cells there is often a protein coagu- 
lum, probably the origin of the tumor cysts. Mono- 
nucleated or multinucleated giant cells are sometimes 
seen. In various stages of growth of the tumor, alteration 
of the endothelial cells is noted in the direction of 
xanthoma cells, with clear or pale staining cytoplasm 
containing lipid material. 


GENETIC ANALYSIS 

Analysis of these vascular tumors is aided by certain 
clinical features of the disease, namely, the retinal angi- 
oma produces unilateral blindness; the cerebellar hem- 
angioma produces increased intracranial pressure and 
disturbed cerebellar function; the spinal hemangioma 
produces a hemiparesis and then paraplegia; and the 
renal hypernephroid tumor produces an abdominal mass 
and hematuria. This study of the heredity of vascular 
neoplasms involving the nervous system began in 1948 
with the admission of a 28-year-old man to the neuro- 
surgical service at the Johns Hopkins Hospital. His symp- 
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toms were weakness and numbness of the lower 
extremities and failing vision of the left eye sec- 
ondary to a known retinal angioma. Family his- 
tory disclosed that a brother had undergone 
surgery for a vascular tumor of the cerebellum 
and a sister had bilateral retinal angiomas and 
died of a vascular tumor of the upper spinal 
cord. This led to intensive investigation of the 
family tree, aided by interested members of the 
family, without whose cooperation this study 
could not have been completed. With the use of 
available data, such as the recording of wills, the 
fiyleaf of family Bibles, and the records of hos- 
pitals and physicians, it was possible to ac- 
cumulate information regarding 96 descend- 
ants of a union occurring in Virginia in 1788 


This represents the most complete chart of the family tree at the present time and is 
the largest collection of hereditary hemangiomas recorded im the world’s literature. All 
of the references in the text are to the Roman numerals (representing generation) and 
atabic numerals (representing family member) as described in this chart. Research is 


still continuing for further information on persons in the category “data 


(small circle or square). The squares represent men and the circles women. Black 


circles and squares signify persons with disease verified, large white, no 
speckled, symptoms of disease; and small white, data inadequate 


nent, thin-walled vessels coursing over the surface of the 
cyst. The retinal lesion is characterized by a tortuous, 
dilated vein accompanied by an artery that becomes 
irregular in caliber or “beaded.” A small, reddish tumor 
mass may not be discovered, often being covered by 
exudate, massive gliosis, or separation of the retina. 
Probably the hemangioma is actually the primary lesion, 
and the dilatation of the neighboring vessels is a response 
to the metabolic requirements of the neoplasm. In the 
spinal canal, the gross lesion is a mass of tangled vessels, 
intimately related to a thin, solid, bluish-red mass com- 
pressing the spinal cord from its dorsal aspect. The 
microscopic appearance is characterized by the pres- 
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(see figure). It is apparent that this Men- 
delian dominant trait is not sex linked. The con- 
dition may appear in male children of female 
carriers, in female children of male carriers, or 
may be transmitted by parents to children of the 
same sex. There appears to be no preponderance 
of tumors in any one location for persons of 
either sex. Tumors of the retina, cerebellum, spinal cord, 
or kidney appear with equal frequency in males and fe- 
males. The important fact that in many cases the symp- 
toms appear after the reproductive age would seem to 
insure continuation of the trait within the population. 
That is, any offspring of families carrying this trait are 
rarely aware of its existence, and, as recently as 1948, 
there was no knowledge in the family under study of the 
hereditary tendency. The diffuse spread in the ages at 
which symptoms first appear makes it apparent that one 
cannot speak definitely about penetrance of the condi- 
tion. In analyzing this hereditary factor, the geneticist 
asks how many persons can transmit the trait without 
themselves being affected. In the present study, within the 
limitations of the data, it appears that the penetrance 
ranges from 80 to 90%, which would emphasize the 
dominance of the trait. 
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In a group of 61 family members about whom ade- 
quate information could be obtained, there is clinical 
verification of the presence of the vascular tumor in 19 
cases and symptoms presumptive of such lesions in 8; 
hence, 27 of these 61 members can be considered as 
manifesting presence of the gene for vascular tumors. 
This approximates the anticipated figure of 50° of the 
family members showing symptoms of the inherited vas- 
cular tumors. The family reported on in this study would 
appear to be the largest group compiled in the medical 
literature at this time, and the data may be complete 
enough to warrant certain deductions regarding the prob- 
ability of acquiring the disease, sex incidence, age inci- 
dence, and other factors in the hereditary transmission of 
a neoplastic tendency. It may permit the establishment 
of verifiable hypotheses regarding prognosis for the living 
members of this family. It has certainly alerted members 
of this family and their attending physicians to the pos- 
sibility of development of manifestations of this illness, 
so that appropriate therapy can be instituted at the earli- 
est possible time. This analysis extends the original con- 
cepts of Lindau and Moller and invites all others who 
have reported on the familial tendency of this disease to 
pursue further their analysis of the hereditary factors. 

There appeared to be a high preponderance of affected 
offspring in generations V, no. 12-19 and generation 
VI. no. 21-26. This raised the question as to whether 
there had been a union between two individuals, both 
carriers of the trait. This was particularly true because in 
this geographical area some marriages between cousins 
had been reported at this time. Fortunately, the family 
tree of the maternal family was available and analysis 
of this family showed no evidence of the trait for vascular 
disease. It is apparent therefore that, because of the small 
numbers involved in any given family, it is possible for 
more than 50° of the offspring to show symptoms. In 
some lines of the family tree. the trait seems to have dis- 
appeared, indicating that persons in this branch of the 
family no longer transmit the trait. The absence of symp- 
toms in one member does not indicate loss of the gene, 
for in generation V, no. 16, we are dealing with a man, 
now 55 years of age, who has never shown symptoms of 
a vascular tumor. His son, now 30 years of age, under- 
went diathermy coagulation of a retinal angioma at age 
19. We cannot state that the father will never show symp- 
toms and thus prove to be an unaffected carrier or that 
he may yet show symptoms. Similarly. in generation IV, 
no. 4, a woman died at age 36 of typhoid. Her daughter 
died at age 38 after surgery for a vascular abdominal 
tumor, diagnosed as hypernephroma. 

Inspection of the available data indicates that the gene 
for vascular tumors is a Mendelian dominant and non- 
specific as to sex, age, or organs involved in the disease. 
Some persons showed only a single member of the com- 
plex (i. ¢., solitary retinal angioma) while others showed 
symptoms of involvement of retina, cerebellum, and 
spinal cord. The age of onset of symptoms varied be- 
tween a cutaneous angioma present at one year of age, 
and a spinal cord hemangioma that did not produce 
symptoms until the patient was 65 years of age. The 
latter case emphasizes the fact that many of the family 
members may have suffered accidental death or death 
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from other causes before symptoms of the hereditary 
vascular disease became manifest. Verified cases of vas- 
cular tumors producing classical symptoms are desig- 
nated in black on the master chart. In cases in which 
death occurred before the age of 10, or where no ade- 
quate medical history was obtained, the family member 
is designated by a square (male) or circle (female) of 
smaller size than the designation for family members re- 
garding whom we have adequate information. The 
shaded squares or circles indicate members of the 
family who are reported to have had symptoms of the 
disease, suggestive of the presence of vascular tumors 
of the brain, spinal cord, or viscera, but who were not 
examined by competent observers and thus did not have 
clinical verification of the disease. 

Among the most impressive features of this study has 
been the factor of late development of symptoms. Previ- 
ous reports had indicated that symptoms developed in 
the second and third decades of life, and it was assumed 
that a family member who had attained the age of 40 
without symptoms of the disease could feel free to as- 
sume that he was not carrying the gene of the family trait. 
Unfortunately, the findings of this study refute this idea 
and suggest to the attending physician that a constant 
awareness of the possibilities must be maintained. The 
psychological effects on living members of the family 
must be seriously considered. It is difficult in the present 
state of our knowledge regarding the condition, to 
answer questions that will necessarily be raised by mem- 
bers of generation VII regarding the advisability of mar- 
riage and childbearing and particularly regarding the 
possibility of the development of the disease in the chil- 
dren from such. marriage. It is felt that the accumulation 
of data from studies such as this will permit the most 
reliable advice and prognosis. 


CLINICAL ASPECTS 

The diagnosis of familial hemangioma depends on the 
demonstration of two such vascular lesions in the same 
patient or the presence of a single vascular lesion in a 
patient with a verified family history of the disease. The 
presence of a retinal lesion can be determined by direct 
funduscopic observation. The presence of a cerebellar 
lesion, when suspected on clinical grounds, can be veri- 
fied by ventriculography or vertebral angiography. It 
was established by Lindau, and emphasized by Cushing 
and Bailey, that the presence of a cerebellar neoplasm 
in a patient with a familial history of angiomatous dis- 
order or evidence of involvement of another organ per- 
mitted the preoperative diagnosis of cerebellar hemangi- 
oma (hemangioblastoma). The alteration in the histo- 
logical appearance of the tumors, noted most clearly in 
the cerebellar neoplasms, can also be seen in the heman- 
gioma of other organs. The development and significance 
of the clear cell type of cerebellar hemangioma is worthy 
of emphasis because this type may be confused micro- 
scopically with metastatic hypernephroma of the kidney 
by the pathologist unaware of its characteristics. The 
analysis of a series of 40 such cerebellar hemangiomas 
revealed an age incidence and tumor type distribution 
that parallels the pattern seen in this family. 


The treatment of hereditary vascular tumors has been 
either surgical (by excision or coagulation) or by ir- 


radiation. The latter method has not been demonstrated 
to have permanent value in controlling the growth of the 
vascular tumor. Pathological studies suggest that the 
tissue has a relatively low growth potential, and doses of 
roentgen rays sufficient to destroy the vascular neoplasm 
or to produce thrombosis within the large, thin-walled 
vessels comprising the tumor would ordinarily be suf- 
ficient to damage normal tissue. In the case of the retina, 
a surgical coagulation procedure is apparently of value 
in modifying the course of the illness, but, even here, 
there has usually been so much gliosis and reactive 
change within the retina that useful vision is rarely pre- 
served. In the case of the cerebellum, where the lesion 
is often cystic and the symptoms result from compres- 
sion of the region of the fourth ventricle with obstruction 
to the flow of cerebrospinal fluid, the removal of the 
tumor mass has been associated with long-term cures. 
In the case of the spinal hemangiomas, once the tumor 
has invaded the spinal cord itself, there appears to be no 
satisfactory treatment; irradiation offers the only hope. 
The clinical manifestations of cerebellar hemangiomas are 
but little dependent on the specific nature of the growth 
and largely dependent on the location and size of the 
lesion, especially with respect to obstruction of the ven- 
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tricular system. Treatment, therefore, is entirely a neuro- 
surgical problem, with subsequent irradiation having no 
clear-cut effect on the course of the illness. 
SUMMARY 

Analysis of pathological specimens of patients with 
vascular tumors of the nervous system indicates uni- 
formity of the lesion regardless of location, whether in 
retina, cerebellum, or spinal cord. The tumors are capil- 
lary-cavernous hemangiomas, often associated with cysts. 
They can transform with time, accumulate lipid material, 
and resemble hypernephroma. Treatment depends on 
location of the tumor and its growth potential. In the 
retina, palliation can be effected by coagulation; in the 
cerebellum, only surgery is effective; in the spinal cord, 
extramedullary lesions respond to surgery, intramedul- 
lary lesions to irradiation therapy, but results are 
equivocal. The occurrence of these tumors is known in 
a single family through seven generations. Their pres- 
ence must be suspected in members of any family with 
the diagnosis of hemangiomatosis (Lindau's disease ). 
This disease is transmitted as a Mendelian dominant, is 
not sex linked, and is one of the few inherited neoplasms 
of man. 
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TRYPSIN GIVEN INTRAMUSCULARLY IN CHRONIC, RECURRENT 
THROMBOPHLEBITIS 


Irvine Innerfield, M.D., New York 


Trypsin given intramuscularly has been observed to 
significantly shorten the course of acute superficial or 
deep thrombophlebitis, enabling early ambulation and 
return to full activity. While several investigators have 
reported “dramatic” results with respect to subsidence 
of signs and symptoms of acute inflammation, the influ- 
ence of trypsin on the underlying thrombus was more 
difficult to evaluate.’ Interestingly, the reported inci- 
dence of embolization has been extraordinarily low, 
about 1%. To date, no mortalities have been reported 
following pulmonary embolus. These findings suggest 
salutary effects on the thrombus. In order to appraise 
possible lytic effects on human thrombi a preparation 
for intramuscular administration of trypsin (Parenzyme) 
was given for prolonged periods to 18 selected patients 
with chronic recurrent thrombophlebitis. Each patient 
had a history of recurrent episodes of thrombophlebitis 
with small to massive, palpable, grossly visible thrombi 
for at least two years before trypsin treatment. 


From the Jewish Memorial al. 

The Parenzyme used in this study was supplied by the National Drug 
Company, Philadeiphia. 
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MATERIALS AND METHODS 

The study includes 18 patients with chronic thrombo- 
phlebitis of two to nine years’ duration, both men and 
women, ranging in age from 32 to 79 years. The dis- 
ease was recurrent and progressive in every case, and in 
each instance the thrombotic process had been grossly 
evident continuously for at least two years. The anatomic 
distribution of the thrombophlebitis included, either 
singly or in combination, the calf, the popliteal region, 
the thigh, the abdomen, and the knee. The grossly visible 
thrombi varied in size from a few centimeters to the size 
of a small grapefruit. Sixteen patients showed evidence 
of mild to severe venous insufficiency (the postphlebitic 
syndrome). Seven of the 18 patients had histories of at 
least one episode of pulmonary infarction, three having 
had several. In one, the most severely ill, cor pulmonale 
and chronic pneumonitis had already developed subse- 
quent to repeated pulmonary emboli. Previous therapy in 
these patients included antibiotics and, in every instance, 
various anticoagulants, without significant improve- 
ment. At the commencing of trypsin therapy, 14 patients 
were receiving anticoagulants, the administration of 
which was thereupon discontinued. 

Prothrombin determinations were done by the Quick 
method; fibrinogen by the Greenberg method; and anti- 
thrombin by the Innerfield, Angrist, and Benjamin 
method. The Conley, Ratnoff, and Hartman procedure 
for fibrinolysis and the Lee-White method for coagula- 
tion times were used. The Innerfield prothrombin inhib- 
itor test, the Coombs test, albumin-globulin ratios, and 
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complete blood cell and differential counts were carried 
out. A suspension of crystalline trypsin in sesame oil was 
given intragluteally in doses of 0.5 cc., containing 2.5 
mg. of trypsin, once daily to ambulatory patients and 
three times daily to bedfast patients. The shortest treat- 
ment period was 5 weeks, the longest, 13 weeks. 


RESULTS 

In each of the 18 patients, after a prolonged course of 
trypsin given intramuscularly, the thrombi subsided and 
gradually receded. Daily administration of trypsin was 
continued until all evidence of the clot was gone, a 
period varying from 5 to 13 weeks. Circulation in the 
involved venous segment returned. Edema of the ex- 
tremity, where present, showed improvement, but in no 
instance did it clear completely. After completion of 
trypsin treatment, thrombophlebitis again developed in 
1S of the 18 patients. In each case, the acute episode 


mt therapy. there was extension of the thrombotic 
process to the inferior vena cava. Numerous dilated superficial 
collateral veins appeared over the chest and abdomen, each of 
which subsequently became thickened, serpiginous, and totally 
occluded with firm, adherent, sausage-like masses. As the result 
of repeated pulmonary embolization, persistent cough, hemop- 
tysis, and frequent febrile episodes occurred. The heart was 
definitely enlarged, with especial prominence of the right auricle 
and ventricle. Chest roentgenograms showed scattered areas of 
pneumonic consolidation. Hypertension and congestive failure 
developed, which responded fairly well to digitalis, mercurials, 
and salt restriction. Despite anticoagulant therapy with 
bishydroxycoumarin (the patient's prothrombin time was 30 
to 35 seconds; control 14 seconds) massive pulmonary infarc- 
tion occurred in February, 1953. Anticoagulant therapy was 
discontinued and an intensive course of trypsin given intra- 
muscularly was instituted. There was almost immediate sub- 
sidence of the previously distressing seizures of paroxysmal 
cough and bloody expectoration. The thrombotic masses showed 
regressive changes beginning about one week after the start 
of trypsin injections three times daily. Trypsin was then admin- 
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cleared in three to five days on reinstituting trypsin ther- 
apy. Thereafter all patients received injections at weekly 
or semiweekly intervals, and there were no further recur- 
rences. In this group of patients, during treatment and 
while they were receiving maintenance doses of trypsin, 
there were no cases of pulmonary embolization, and the 
patient with cor pulmonale and chronic pneumonitis 
showed marked clinical and radiographic improvement. 

None of the laboratory tests showed a deviation from 
normal, except for an occasional, clinically insignificant, 
decrease in prothrombin, never below 94% of normal. 
Pain and induration, never severe enough to interrupt 
the treatment schedule, occurred at the site of injection 
after 15% of the injections. None of the patients had 
systemic allergic reactions. The pain and surrounding 
inflamed area usually lessened and often disappeared 
after the third or fourth day of injections. 


REPORT OF CASES 
In a 34-year-old white man (see table, case 18) thrombo- 
phlebitis of the left leg developed after an automobile injury 
three years before he was referred to me. Despite continuous 
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istered once every other day for a week and once a week for 
the following 11 weeks. At the end of 13 weeks of uninterrupted 
treatment the clots cleared entirely. Trypsin therapy was dis- 
continued, and seven weeks later acute thrombophlebitis de- 
veloped along the inner aspect of the left thigh. Trypsin given 
intramuscularly was reinstituted immediately, and the thrombo- 
phiebitis responded within four days. Maintenance doses of 0.5 
ce. once a week have been given since this episode with no 
further recurrence, a period, at writing, of cight months. Fol- 
lowing relief of the thrombotic and embolic conditions the blood 
pressure dropped to normal levels. It is an interesting specula- 
tion that vascular resistance may have been decreased in this 
patient by the removal of thrombotic obstruction. 

A 43-year-old white man (table, case 2), had palpable phiebo- 
thrombosis (recurrent chronic thrombophlebitis) of three years’ 
duration. The superficial saphenous venous segment was com- 
pletely occluded and contained firm, resistant, uniform, rubbery 
tissue that rolled with ease under the palpating finger. Tender- 
ness was present over isolated areas. Trypsin was given in a 
dose of 0.5 cc. three times a day for 10 days, then three times 
weekly for nine weeks. After the first week of therapy there 
were no longer any local zones of tenderness along the vein 
wall. The previously uniform and smooth underlying mass 
seemed to have been broken down into areas of bumpiness 
where the bumps seemed the same clevation as the smooth 
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mass, but the areas between were much smaller. After several 
weeks of treatment the masses completely disappeared; treat- 
ment was then terminated. Four wecks later, a fresh cord-like 
mass appeared in the left calf. Trypsin therapy was reinstituted 
in a dose of 0.5 cc. daily for four days and the mass disappeared. 
Maintenance therapy was then instituted on a regimen of 0.5 
cc. twice weekly. During a three month follow-up on this pro- 
gram there has been no recurrence. 

A Negro woman, 32 (table, case 17) was readmitted to the hos- 
pital for anticoagulant therapy for subcutaneous fibrosis and 
thrombophlebitis of the left leg of three years’ duration. There 
was an area of extensive induration involving the entire posterior 
lower third of the left leg. This indurated zone, present for 
three years, had a distinctly elevated edge demarcating it from 
the surrounding healthy tissue. The area was tender to palpa- 
tion and became extremely painful on prolonged standing. This 
patient had been treated with bishydroxycoumarin until nine 
months prior to the beginning of trypsin therapy, at which time 
gross hematuria developed. Her prothrombin time varied from 
30 to 38 seconds; control 14 seconds. During the period of 
anticoagulant therapy the phiebitis was unchanged. Trypsin ad- 
ministration was started three times a day with a dose of 0.5 
ce., and after three days there was considerably less tenderness. 
Areas of hills and vales in the previously rather smooth sub- 
cutaneous area began to appear. The indurated areca became 
less tender. Treatment was continued for three weeks, and then, 
following discharge to the vascular clinic, the patient was main- 
tained on twice weekly injections. By the seventh week of 
trypsin treatment, there was no longer any induration or any 
demarcation from the surrounding area, as the involved zone 
had merged with, and was indistinguishable from, the adjacent 
tissue. The patient became fully active and resumed housework 
three weeks after discharge from the hospital. 


COMMENT 

In this group of patients there apparently is a defect 
in the clotting balance that is not corrected by anti- 
coagulants within safe limits. The defect may be in- 
adequacy of the fibrinolytic system to remove thrombi 
once they are formed. According to Martin,’ the complex 
of factors involved in coagulation and in fibrinolysis is an 
excellent example of the checks and balances of biologi- 
cal antagonism. In pathological states the factors become 
unbalanced and must be corrected for recovery to occur. 
Several workers have stressed that trypsin itself, except 
in large concentrations, does not lyse a clot; others have 
shown that it can activate a latent lytic substance in the 
blood.’ In these patients the administration of relatively 
small amounts of trypsin given intramuscularly brought 
about the gradual removal of thrombi that had recurred 
and persisted in spite of anticoagulants. The thrombo- 
lytic effect was slow, requiring weeks or months for the 
complete removal of clots; there was no dissolution or 
sudden separation from the endothelial lining of the 
blood vessel, nor was there any evidence of emboliza- 
tion. In all probability there has been a recanalizing proc- 
ess that has permitted flow of blood through the occluded 
vessels. 

It is also interesting and significant that in 15 of the 
18 patients acute thrombotic episodes redeveloped after 
withdrawal of trypsin therapy. It is even more important 
that the episodes did not recur when maintenance doses 
of trypsin given intramuscularly were initiated. These 
results suggest that an efficient fibrinolytic system is es- 
sential and that trypsin can activate such a system. In 
accord with this concept, acute thrombophlebitis can be 
considered a self-limiting disease only in those persons 
capable of elaborating their own fibrinolytic enzymes at 
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a rate sufficiently rapid to vitiate clot influ- 
ences. In the absence of such lytic factors, thrombo- 
phiebitis can become a chronic, progressive, recurrent 
disease, carrying a constant threat of embolization. Side- 
effects were negligible in this series of patients. After an 
initial course in the hospital, each patient was treated on 
an ambulant basis in the clinic. The observations re- 
corded point out the safety of trypsin given intramus- 
cularly for prolonged use and also demonstrate that, in 
addition to the acute anti-inflammatory effect so bene- 
ficial in acute thrombophlebitis, there is also a salutary 
effect on the clot itself. 


CONCLUSIONS 

After prolonged administration of a preparation of 
crystalline trypsin in oil (Parenzyme) to 18 patients 
with chronic, recurrent thrombophlebitis, who had con- 
tinuously had thrombi grossly palpable for two to nine 
years in spite of anticoagulant therapy, the blood clots 
disappeared. On termination of trypsin therapy, in 15 of 
the 18 patients thrombophlebitis again developed. This 
cleared with a short, intensive course of trypsin given 
intramuscularly and has not recurred since the patients 
have been given maintenance doses. There have been no 
pulmonary emboli in these patients since trypsin therapy 
was started. Prior to trypsin therapy seven patients had 
one episode of embolism; three had several. It is sug- 
gested that trypsin functions by activating an inadequate 
fibrinolytic system. 
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Manifestations of The nonpsychiatrist, the ——- 
ist primarily, encounters patients in whom depression is not 
easily recognized. Variations in the symptoms do not point to 
the primary syndrome. Both the patient and the doctor may be 
unaware that the patient is depressed. The doctor's preoccupa- 
tion with the physical complaints that may be suggestive of 

organic alterations produces a search for somatic dis- 
ease and, when no disease is found, the patient is left with the 
hollow reassurance that he is well. The diagnosis becomes psy- 
choneurosis and, if the patient can continue to work, the phy- 
sician may feel that his job is done. . . . Depression in individuals 
in our society has been increasing, not only because depression 
is more widely recognized, but also because of an actual in- 
crease in incidence. Basically this . . . |is| a result of hostility 
and aggression which have no adequate outlet. The conflictual 
situations which may produce the symptoms of depression are 
numerous and are frequently the source of deep personality 
disturbances. That depression lessens the mental acuity and de- 
creases the individual's functional and integrative capacity is 
well understood. Psychiatrists encotnter depression as a major 
syndrome. The presenting complaint may be a mood fixation, or 
depression may occur in the course of therapy as the patient en- 
counters conflicts which are unbearable. The non-psychiatrist, on 
the other hand, may recognize depression as a symptom or 
syndrome, but frequently the mood fixation is covered up, 
masked, intermingled with physical symptoms, and is not clearly 
differentiated. . . . Dynamic psychiatry recognizes that depres- 
sion may be a defense against an impending breakdown of the 
personality, [but] physical symptoms may be a defense against 
a deep depression.—S. H. Robertson, M.D., Varying Clinical 
Manifestations of Depression, Annals of Internal Medicine, 
August, 1954. 
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TREATMENT OF CHRONIC EMPHYSEMA OF LUNGS WITH DIAMOX 
(CARBONIC ANHYDRASE INHIBITOR) 
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Chronic emphysema of the lungs, particularly if asso- 
ciated with cardiac complications, has long posed a 
therapeutic problem. Treatment, until recently, has been 
limited to the supportive measures of bronchodilators, 
expectorants, antibiotics, oxygen, and the conventional 
management of cor pulmonale. The primary problems 
of defective alveolar ventilation, increased carbon di- 
oxide content of the blood, and respiratory acidosis have 
remained unsolved. 

One of the outstanding features of advanced emphy- 
sema of the lungs, particularly when it is complicated by 
congestive heart failure, is respiratory acidosis. This re- 
sults from retention of carbon dioxide in the alveoli, 
consequent decrease in the alveolar blood diffusion gra- 
dient, and an increased carbon dioxide content of the 
blood. The ratio of carbonic acid to sodium bicarbonate, 
which determines the blood pH, is altered, and a reduc- 
tion of blood pH ensues. In order to restore the normal 
carbonic acid-sodium bicarbonate ratio, the plasma bi- 
carbonate level must be increased. This is brought about 
by a shift of chloride ions into the erythrocytes and a shift 
of the bicarbonate ions from the erythrocytes into the 
plasma. Renal compensatory mechanisms result in an 
increased chloride excretion and retention of bicarbonate 
and sodium. These processes may result in the clevated 
plasma bicarbonate level often seen in respiratory acido- 
sis. If the normal ratio is not completely restored, there 
may be, in addition, a lowering of the blood pH.’ 

Recently a new drug, Diamox (2-acetylamino-1, 3, 4- 
thiadiazole-S-sulfonamide ), has been developed in the 
search for specific inhibitors of the enzyme, carbonic 
anhydrase.’ Other investigators have shown that Diamox, 
like the sulfonamide drugs to which it is chemically re- 
lated, produces an increased urinary excretion of sodium, 
potassium, bicarbonate, and water and a decreased ex- 
cretion of ammonia.” It is believed that this is accom- 
plished by inhibition of carbonic anhydrase in the renal 
tubular cells, the mechanisms of which have been fully 
discussed.’ Because of the increased excretion of sodium 
and potassium ions in the urine, Diamox has so far been 
used mainly orally as a diuretic. Nadell has investigated 
its effects in two patients with severe respiratory acidosis 
and has reported improvement in their clinical and met- 
abolic states.’ It is the purpose of this paper to describe 
some of the effects of this drug on patients with chronic 
emphysema of the lungs. 


MATERIAL AND METHODS 
Five patients were selected for study. Four of the pa- 
tients had chronic pulmonary emphysema of varying de- 
grees of severity, in three secondary to bronchial asthma 
(the patients in cases 2, 3, and 4) and in the other of 
unknown cause (the patient in case 5). Two of the pa- 
tients (cases 3 and 5) had cor pulmonale with congestive 


heart failure and had been taking digitalis and following 
a low-salt diet prior to admission. The fifth subject (pa- 
tient in case 1), selected as a control, was a young man 
convalescing from infectious hepatitis who was ambu- 
latory and free of any evidence of disease. 

The five patients were given a standardized diet con- 
taining 0.9 gm. of sodium and 2.6 to 3.5 gm. of potas- 
sium per day. The approximate protein to fat to carbo- 
hydrate ratio was 3:4:10. The caloric content was 
approximately 2,000 Cal., which was below the patients’ 
accustomed intake so as to insure complete ingestion of 
the food. This was possible in all but one patient. Each 
patient was allowed to drink water at will, and each 
measured and recorded all fluids imbibed. Urine was 
voided and collected in covered containers containing 
thymol as a preservative. The 24 hour urine volume was 
measured by the nursing staff, and a portion of the mixed 
24 hour urine specimen was submitted to the chemistry 
laboratory for quantitative determination of the sodium, 
potassium, chloride, and ammonia-nitrogen concentra- 
tions. Blood was drawn each morning from the ante- 
cubital vein without stasis, and determinations were 
made of the pH value, sodium, potassium, and chloride 
content, and carbon dioxide combining power after equi- 
libration with a carbon dioxide partial pressure of 40 
mm. Hg. 

The patients were placed on the test diet for one week 
prior to initiation of Diamox administration and con- 
tinued on it throughout the test period. Diamox was ad- 
ministered at eight-hour intervals in a total daily dosage 
of 10 mg. per kilogram of body weight for four days. 

Each patient was requested to estimate his dyspnea 
for the preceding 24 hours on a basis of 1+ to 4+ and 
to report any unusual sensation or effect noted. In addi- 
tion, pulse and respiratory rates were measured at eight- 
hour intervals, and clinical examination of the chest was 
performed daily. The patients were encouraged to walk 
about as much as possible within the limits of their toler- 
ances and to keep records of their physical activities. 


EFFECTS ON URINARY ELECTROLYTE EXCRETION 


Sodium.—The 24 hour urinary sodium excretion after 
initiation of Diamox therapy increased significantly in all 
five patients (fig. 1). The 24 hour urinary sodium ex- 
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cretion during the first day of therapy averaged 50.8 
mEq. per patient over the mean of the last three deter- 
minations of the control period for the same patients, 
or an increase of 124%. The first 24 hour increment 
varied from 31.8 to 75.6 mEq. of sodium over the 
mean control level. A 24 hour excretion of sodium on 
the second day of therapy averaged 29.7 mEq. over the 
mean control level, or an increase of 73.7°% , while the 
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Fig. 1.—Urinary excretion of sodium by patients receiving Diamox. 


24 hour urinary sodium excretion on the third day was 
not significantly altered from that of the control period. 
The greatest increment in sodium excretion was observed 
in the patient in case 5, who in the past had had the 
greatest degree of congestive heart failure (table 1). 


Taste 1.—Electrolvte Excretions in Urine in Five Patients 


Day of Treatment. 
Increment or Decrement 
Control Mean 


Fleetrolyte Patient Mean Deviation i 2 3 
Sodium, 1 15.7 Ma 1a 
mEq. hr. 2 2 7a 
3 37.3 an 
4 3.2 a0 
anu 7s 756 
Average ws 146 os 2.7 
Potas-ium, 1 “23 13.4 79.2 “7 
mEq. 24 br. 2 iis 12.2 lize “is 
8 37.7 22.4 lew 23 2.3 
4 “2 a9 
5 27 37.7 746 
Average 43.2 1s 314 
Chioride 1 2.35 0.33 —O.33 
em. “br 2 2.57 —? 0.76 
4 1.77 071 0.57 12s 
Ammonia- 1 0.4% 325 
nitrogen, 0.761 0.370 0.428 
Average 0.109 6.270 
Average without 
patient 5....... 0.408 At 


Potassium.—Three of the patients had significant in- 
creases in the 24 hour urinary potassium excretion on 
the first day of Diamox therapy (fig. 2). On the first 
day excretion for the group averaged 53.1 mEq. per 
patient more than the mean control level, og an increase 
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of 123%. The increments for the first 24 hour period 
varied from 16.9 to 112 mEq. On the second day of 
therapy the mean increase in urinary potassium excre- 
tion over the control level was 31.6 mEq. and on the 
third day, 35.3 mEq., or an increase of 74% and 82%, 
respectively (table 1). 


Taste 2.—Carbon Dioxide Combining Power in Five Patients, 
in Milliequivalents per Liter 


Stand- 
Day of Treatment, Increment or Decrement 


tient Mean tion i* 2 3 ‘4 7 . 

1 25.7 Oo” 13 —4.7 —27 13 

2 oa 10 -80 -69 -59 05 28 

3 2.0 1.70 16-70 —70 —70 -30 18 

-60 -60 -65 —809 —50 —05 


* Diamox was given from the first through the fourth day. 


Chloride.—The urinary chloride excretion for the 
group was not altered to a significant extent during 
Diamox therapy, although the general trend was a small 
decrease in the amount of 24 hour urinary chloride ex- 
cretion (fig. 3 and table 1). 

Ammonia-Nitrogen.—Urinary ammonia-nitrogen lev- 
els showed a tendency to decrease in all patients except 
the patient in case 5, who had a significant increase. The 
remainder of the group showed a significant decrease in 
urinary ammonia-nitrogen excretion only on the second 
day of Diamox therapy, after which it remained within 
the limits of chance variability (table 1). 
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Fig. 2.—Urinary excretion of potassium by patients receiving Diamox. 


EFFECTS ON PLASMA ELECTROLYTES 

Carbon Dioxide Combining Power.—Each patient had 
a significant lowering of the plasma carbon dioxide com- 
bining power by the second day of Diamox therapy (table 
2). The mean decrease by the second day was 6.54 mEq. 
per liter. The level continued in that range during the 
period of therapy and returned to the control level within 
four days after cessation. The degree of lowering in the 


individual patient seemed to be unrelated to the control 
level. 
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Chloride.—Four of the patients had a significant rise 
of the plasma chloride level, in most cases equivalent to 
the decrease of their carbon dioxide combining power 
(table 3). This reciprocal relationship was not observed 
in the patient in case 4. The increase on the second day 
of Diamox therapy averaged 5.3 mEq. per liter and re- 
mained at that level during the period of therapy. 


Taste 3.—Levels of Plasma Electrolytes in Five Patients 


Day of Treatment, Increment or 
Decrement Over Control Mean 


Control Standard —--——- 

Electrolyte Patient Mean Deviation 1 2 a 4 
(hioride, 1 108.7 09 13 5a 
mEq. liter 2 wee 18 10 oo an 
3 wo 2a 40 40 

4 we ~ 16 16 14 20 

5 7 17 “3 74 53 53 

Average 12 07 53 44 43 

Sodium, 1 1420 a0 —2.0 16 40 
mEq liter 2 1423 05 “7 23 
14 07 1.7 “03 

4 19% ~ 43 8 

5 1403 17 203 43 a3 “3 

Average se 17 —17 —?23 17 
Pota 1 4.70 ow om 
mEq. liter 2 487 0297 O57 on 


Sodium.—The mean plasma sodium level for the 
group showed no significant change. Three patients had 
significant individual decreases, however, averaging 6 
mEq. per liter in the patient in case 5, 5 mEq. per liter in 
the patient in case 4, and 1.1 mEq. per liter in the patient 
in case 2 (table 3). 

Potassium.—The mean plasma potassium level for the 
group during treatment was 0.33 mEq. per liter lower 
than the mean control level (table 3). Individually, there 
were significant decreases in the patients in cases 1, 2, 
and 4, the decreases in the remaining two being within 
the limits of chance variation. 

pH.—There was a general decrease in the pH of the 
venous blood of all the patients, but for the whole group 
the only significant decrease occurred on the second day 
of treatment, after which the decreases remained within 
the limits of chance variation (table 4). 


EFFECTS ON PULMONARY FUNCTION TESTS 
Vital Capacity.—The four patients with pulmonary 
disease had significant increases in vital capacity during 
the period of Diamox therapy and a return to the range 


Taste 4.—pH of Venous Blood 


Day of Treatment, 
Increment or Decrement 


Control Standard — 

Patient Mean Deviation 1 2 3 ‘ 

1 748 ool —O.07 

4 72 ool oot | — 0.05 

72s om ool 0.08 om ~--—6.13 


of chance variation within four days after cessation of 
therapy (table 5). The increases in vital capacity were 
greatest in the patients having the most marked impair- 
ment during the control period, and the patient without 
pulmonary disease showed values within the range of 
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Three-Second Vital Capacity. —The four patients with 
pulmonary disease showed no significant change as a 
group in the three-second vital capacity test; however, 
two patients (cases 2 and 3) showed individually sig- 
nificant increases, one of which (case 3) was sustained 
for four days after cessation of Diamox therapy, while 
the other (case 2) returned promptly to the control level 
(table 5). 

Maximum Breathing Capacity —Considered as a 
group, there was no significant change in the maximum 
breathing capacity during the treatment or post-treatment 
period (table 5). Individually, the patients in cases 2 and 
3 showed an increased maximum breathing capacity dur- 
ing the treatment period, and in one patient (case 3) this 
increase persisted for four days after cessation of therapy. 
There was no significant effect on the patient without pul- 
monary disease (case 1) or on the two patients having 
the higher control maximum breathing capacities (cases 
4 and 5). 
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Fig. '.—Urinary excretion of chloride by patients receiving Diamox. 


CLINICAL RESPONSE AND SIDE-EFFECTS 

Efiect on Weight.—All patients lost weight, the losses 
ranging from 3 to 5 Ib. (1.3 to 2.3 kg.) from the start of 
the low-salt diet until initiation of Diamox therapy. This 
weight loss did not exceed 3 Ib. in any of the patients 
after initiation of Diamox therapy. 

Clinical Response.—The patient without pulmonary 
disease (case |) noted no unusual effects, either during 
or after cessation of Diamox therapy. The patient who 
had the least marked dyspnea on exertion and easy fatig- 
ability also noted no variation in exercise tolerance or 
subjective dyspnea (case 4). The patient with the greatest 
respiratory impairment had for several months used oxy- 
gen by mask almost continuously, with ability to abstain 
for periods no longer than 5 to 10 minutes (case 5). 
While taking Diamox, the patient was able to decrease 
the use of oxygen by mask to one-half of the pretreat- 
ment amount and abstain for longer periods with less dis- 
comfort. The remaining two patients showed the most 
dramatic responses (cases 2 and 3). Both these patients, 
who for several months before the treatment period could 


chance variation. 
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walk only 50 to 100 ft. before requiring rest, were able 
to walk several blocks without limiting dyspnea during 
the treatment period. 

Side-E ffects —While taking the drug three of the pa- 
tients noted mild drowsiness and a tendency to sleep more 
than usual (cases 2, 3, and 4). Only one patient suffered 
any disturbing effect (case 2). On the third day of ther- 
apy, he began to complain of severe cramps located deep 
within both thighs, which required meperidine (Demerol) 
for relief. These abated two days after cessation of ther- 
apy. The drug was administered again in one-half the 
original dose while the patient was on a diet of normal 
sodium content, and similar pains returned on the sec- 
ond day, again necessitating cessation of therapy. An- 
other effect perhaps attributable to the drug was passage 
of soft stools by two patients (cases 2 and 4) and a mild 
diarrhea in one patient (case 4). No effects on the skin 
or blood attributable to Diamox were observed. 
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COMMENT 

Studies of urinary electrolyte excretion in five patients 
showed that even with a diet containing less than | gm. of 
sodium per day, Diamox administration resulted in a sig- 
nificantly increased excretion of sodium and potassium, 
a decreased excretion of ammonia, and no significant 
change in chloride excretion. There was a shift of the 
urine pH from acid to alkaline range, and it was assumed 
that there was an increased excretion of bicarbonate. 
That this is indeed the case has been demonstrated by 
other investigators.° 

The effect on plasma bicarbonate content was a mean 
decrease of 6.54 mEq. per liter by the second day of ther- 
apy: this persisted for four days after cessation. This 
phenomenon has also been observed in patients receiving 
Diamox for purposes of diuresis * and in Nadell’s pa- 
tients with respiratory acidosis.’ Concurrently with the 
observed decrease in the plasma bicarbonate level there 


Taste S.—Respiratory Function Tests in Five Patients 


Day of Treatment," Increment or Decrement 


Standard Over Control Mean 
Respiratory Function Test Patient an tion 1 2 3 ‘4 7 5 
2 1,465 19.8 576 os 
‘ 2,198 189 6 1 73 — ~ 
Average without control 439 265 4 
Three-second vital capacity, 1 (control) 38,04 19.5 - 
Average without control 7 27 100 - 
Maximum breathing capacity l (control) 152.29 11.16 — 15.41 2.19 — 677 1.71 lo” 
liters min 2 15.90 18 5.8 -18 — 18 
‘ 22.95 565 00 20 229 
Average without control 2.11 2.0 1s 1s 619 Om 
c Diamox was given from the first through the fourth day. 
Taste 6.—Weight of Patients, in Pounds was a significant improvement in performance of pul- 
Day of Treatment monary function tests, increased exercise tolerance, and 
Patient decreased dyspnea on exertion. 
123 120 121 121 19 120 123 There is great diversity of opinion regarding the physi- 
cochemical factors most important in central control of 
12 122 121 120 19 19 18 15 The relative i of di- 
ieitecdiin 137 196 135 184 183 133 182 131 190 129 129 129 respiration. relative importance of pH, carbon 
199 190 18T 195 188 196 184 194 183 194 oxide partial pressure, and plasma bicarbonate in control 


* The patients were on a low-sodium diet from the 2nd through the 
> day of treatment 


patients were given Diamox from the 6th through the I?tth day 
of treatment. 
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of respiration is difficult to evaluate, since, under physio- 
logical conditions, it is not possible to vary one of the 
components in this buffer system without varying the 
others. Stimulation of the respiratory center by an in- 
creasing hydrogen ion concentration has been shown to 
be principally due to modification of the carbon dioxide- 
bicarbonate ion buffer system rather than to the hydro- 
gen ion itself, and the importance of the bicarbonate ion 
in the central control of respiration has been demon- 
strated by other investigators.’ 

No definite conclusions concerning the mechanism of 
the objective and subjective improvement observed in 
this group of patients during the period of depression of 


Vol. 156, No. 11 


the plasma bicarbonate level can be made from a study 
of this scope. We have tentatively postulated a mech- 
anism by which such changes could be explained. The 
patient with advanced emphysema of the lungs may have 
a normal blood carbon dioxide content at rest that, how- 
ever, because of inadequate alveolar ventilation becomes 
rapidly elevated on exercise, resulting in dyspnea and 
limited exercise tolerance. If, in such a patient, the 
plasma carbon dioxide content were first reduced to 
lower resting levels, the increment of carbon dioxide 
tolerated would be much extended before the critical 
level was reached at which symptoms are experienced. 
Exercise tolerance would be correspondingly increased, 
resulting in improved performance of pulmonary func- 
tion tests. By thus increasing respiratory reserve, the 
basic difficulty of imadequate alveolar ventilation is 
lessened 


The effect of Diamox on acid-base balance appeared 
to be imposition of a moderate metabolic acidosis on a 
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preexisting respiratory acidosis. Although it has been sug- 
gested that this may cause an undesirable depression of 
the blood pH in these patients, no adverse effects were 
noted in the five patients studied. 

Diamox appeared to be free of any significant side- 
effects except for muscular cramps in one patient. Be- 
cause of its relative safety and effectiveness when taken 
orally, it appeared to be particularly suitable for treat- 
ment of ambulatory patients with chronic emphysema of 
the lungs. 

SUMMARY 

Diamox, an orally effective carbonic anhydrase in- 
hibitor, proved useful in the treatment of four patients 
with chronic emphysema of the lungs. The venous plasma 
carbon dioxide combining power was decreased about 6 
mEq. per liter during therapy, and this coincided with a 
remarkably increased exercise tolerance, decreased dysp- 
nea, and statistically significant improvement in per- 
formance of pulmonary function tests. 


PIGEON BREAST, FUNNEL CHEST, AND OTHER CONGENITAL 
DEFORMITIES OF THE CHEST 


Charles W. Lester, M.D., New York 


Congenital deformities of the anterior chest wall are 
among those conditions that, by definition, comprise the 
specialty of orthopedics. For many years they were neg- 
lected, but now physicians, particularly pediatricians, are 
becoming increasingly aware of the handicaps that they 
produce and are referring patients with these deformities 
for corrective surgery. In general, the deformities may 
be classified in two categories, the protrusion deformities 
and the depression deformities. These are the results of 
congenital or developmental abnormalities and are not 
related to acquired defects due to rickets or other dis- 
eases. They have a strong hereditary tendency, and both 
types of deformity may appear in the same family. 


PROTRUSION DEFORMITIES 

The protrusion deformities may be in the midline and 
involve the sternum (pectus carinatum); they may be 
lateral to the sternum and involve the costochondral 
junctions; or they may be in the costal arch. When the 
protrusion is in the midline the sternum may arch for- 
ward, the central portion of the sternum being the most 
prominent (pigeon breast), or the sternum may protrude 
obliquely (fig. 1) with the xiphoid the most prominent 
(pyramid chest). The costal arch deformities may be 
unilateral or bilateral and may be associated with either 
the midline protrusions or the lateral protrusions. 

Cause of Protrusions.—Theories propounded by 
others ' do not seem to explain all the protrusions. Hence, 
observations were made during operations on protru- 
sion deformities and studies were made in the autopsy 
room of subjects with protrusion deformities who died 
of totally unrelated causes, and it was concluded that 
disproportionate growth of the ribs can account for all 
the protrusion deformities.’ Since growth is the important 
factor it also explains why these deformities seldom oc- 


cur until the child is 4 or 5 years old and why the de- 
formity may increase as long as growth continues. If the 
pairs of ribs attaching to the midportion of the sternum 
grow proportionately longer than the other ribs the force 
of the growth will cause the ribs to buckle along the cos- 
tochondral junctions and push the central part of the 
sternum forward in an are (fig. 24.) If the pairs of ribs 
attaching to the lower part of the sternum overgrow, the 
lower end of the sternum will protrude and the sternal 
protrusion will be oblique. Below this the overgrowth 
will produce protrusion in the costal arch. The size of 
the diaphragm will influence the protrusion to a greater 
or lesser degree. If the ribs on only one side grow dispro- 
portionately, the ribs of normal length on the contra- 
lateral side will fix the sternum, and the buckling of the 
ribs will cause a protrusion at the costochrondal junc- 
tions, whether at the level of the sternum or of the costal 
arch (fig. 2B). These patients often have symptoms re- 
ferable to the cardiorespiratory system, such as chronic 
cough, wheeze, and exercise intolerance. They may also 
appear thin and undernourished. 

Physiological and Psychological Efjects.—The physi- 
ological effect on the respiratory system occurs when 
the deformity prevents free excursion of the dia- 
phragm and thus makes the cough ineffectual. Then 
minor bronchial infections become major and fleeting 
ones become chronic. The cause of the cardiac symp- 
toms is more obscure. It may, perhaps, be explained on 
the theory that the large space between heart and sternum 


Read before the Section on Orthopedic Surgery at the 103rd Annual 
Meeting of the American Medical Association, San Francisco, June 23, 
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allows the heart to rotate during systole, especially when 
exercise requires increased cardiac action. This torsion 
is transmitted to the great vessels and acts to constrict 
them just at the time when they should be carrying a 
greater load. The psychological effect of any chest de- 
formity may be considerable. In the popular mind the 
size and contour of the thorax is associated with virility 
in the male, beauty in the female, and sex appeal in both, 
so it is not surprising that persons with chest deformities 


Fig. 1.—Patient with oblique protrusion deformity of the sternum (pyra- 
mid chest) before and after operation. 


avoid the clothing and activities that make these deform- 
ities noticeable. When the deformity causes the patient 
to desire surgical correction, physiological effects are 
usually also present, although they may not be apparent. 

Surgical Correction.—The surgical correction is based 
on the principle of thoracoplasty. For midline deformi- 
ties the sternum is resected subperiosteally from xiphoid 
to the second sternal segment (fig. 3). The posterior 
periosteum is left intact and most of the anterior peri- 
osteum preserved. The ribs involved in the deformity 
are resected subperichondrially. The protrusion then dis- 
appears, and the cartilaginous and bony structures re- 
generate in a norma! position. Since the removed bone is 
in the midline there is no paradoxical respiratory motion. 
In the lateral deformities the protruding portions of the 
ribs are likewise resected with the same effect. To obtain 
the proper result it may be necessary to resect long seg- 
ments of the involved ribs; therefore, if the lateral de- 
formity is extensive the operation should be done in two 
Stages to prevent paradoxical motion. Twenty-two opera- 
tions have been performed on 1|7 patients. The results 
have been quite satisfactory in that the deformity has been 
largely eliminated, the physical limitations corrected, and 
the patients satisfied (fig. |). The physiological improve- 
ment in some of these patients has been striking, al- 
though it was the appearance of the deformity that com- 
pelled them to undergo surgery. 


3. Brown, A. L.: Pectus Excavatum (Punnel Chest): Anatomic Basis, 
Surgical Treatment of Incipient Stage in Infancy, and Correction of 
Deformity in Fully Developed Stage, J. Thoracic Surg. @: 164, 1939. 
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DEPRESSION DEFORMITIES 

The depression deformities can all be grouped under 
the head of funnel chest (pectus excavatum) and con- 
stitute an important group. The deformity is character- 
ized by a funnel-shaped depression with the deepest point 
corresponding to the xiphoid (fig. 4). It is usually present 
at birth, but at that time the bony structures are relatively 
normal and the depression is present only on inspiration, 
being particularly noticeable when the baby cries. 
Brown * called attention to the fact that the xiphoid is 
retracted during inspiration and established the fact that 
a short central tendon of the diaphragm is responsible 
for this. That explains why the deformity becomes worse 
with growth rather than better and why ribs and sternum, 
normal at birth, become deformed with growth. The 
shortening of the central tendon of the diaphragm is not 
always confined to the midportion but may involve one 
side more than the other, thus producing an asymmetric 
deformity that is deeper on one side than the other. 

The most noticeable feature of the deformity is the 
backward curve of the sternum. In the early stage this 
commences just above the xiphoid and moves higher as 
the deformity increases, so that eventually the backward 
curve commences at the third sternal segment and the 
xiphoid approaches the vertebral column. The chest is 


Fig. 2.—A, mechanism of middie protrusion deformities. Proportionate 
overgrowth of the third, fourth, and fifth pairs of ribs causes them to 
buckle at the costochondral junctions and push the midportion of the 
sternum forward. B, mechanism of lateral protrusion deformities. Propor- 
tionate overgrowth of the ribs on one side of the anterior chest wall 
produces forward angulation at the costochondral junctions. 


flattened anteroposteriorly, and the ribs of the anterior 
wall slant caudad. This produces a transverse groove that 
closely resembles the Harrison's groove of rickets. When 
the deformity is asymmetric one side of the anterior chest 
wall is more depressed than the other, and, in women, 
the breast on the depressed side not only appears smaller 
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but actually is smaller. Because the thorax is flattened the 
abdomen seems to bulge, and all patients with funnel 
chest have some degree of potbelly. In many patients the 
pull of the diaphragm causes an exaggerated dorsal curve 
of the vertebral column, and frequently orthopedic ad- 
vice is sought because of the round back. Scoliosis has 
been present in some cases of funnel chest, but its capsal 


relationship is not established. Club foot and other un- 
related orthopedic conditions may also accompany the 
chest deformity. 

Physiological and Psychological Effects.—The physi- 
ological effects of funnel chest can be profound, although 
the patient may not realize it, since he has never known 
what it is to be normal. The depression of the sternum 
displaces the heart into the left chest and, in marked 
cases, interferes with its action in much the same man- 
ner as does constrictive pericarditis. If the heart does not 
move to the left a moderate depression can produce 
definite symptoms, the symptoms being due to the pres- 
sure on the heart by the sternum and not to the cardiac 
displacement. There may be a functional systolic mur- 
mur, and through electrocardiographic study a right axis 
deviation can usually be seen. The cardiac symptoms 
are proportionate to the pressure on the heart and may 
vary from minimal ones to those that make the patient 
bedridden or even cause death. Most of the patients show 
some degree of exercise intolerance, although this is not 
always apparent to the patient, and most are underweight 
and have poor posture. 

The pulmonary disturbances are also important. The 
lung volume may be decreased as much as 25% or more, 
but this of itself is not important. The residual air is often 
considerably above normal, and this is more significant. 
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The most important pulmonary symptom, however, ts 
the ineffectual cough. This is caused by the restricted 
motion of the diaphragm, which does not permit a cough 
of sufficient expulsive power to empty the bronchi, and 
may result in long drawn out bronchitis or frequent 
pneumonitis. In some instances the patient cannot re- 
member when he was without cough. In the average case 
of funnel chest the pulmonary symptoms are more 
bothersome than the cardiac symptoms, although, in ad- 
vanced cases, the cardiac symptoms cause death. 

The psychological symptoms are much more promi- 
nent than they are in the protrusion deformities. Children 
are conscious of the deformity at an early age, especially 
when there are other children in the family; the boys 
are troubled by it at an earlier age than are the girls. 
They keep away from sports, avoid bathing beaches. 
wear only clothing that will obscure the deformity, and 
eventually may become seriously withdrawn. 

Surgical Correction.—The treatment of the deformity 
is surgical; the extent of the operation depends on the age 
of the patient. In infants up to the age of 12 months, 
when the bony structures are still resilient and the de- 
formity has not yet become irreversible, a simple opera- 
tion without the use of an endotracheal tube for adminis- 
tration of the anesthetic will suffice. After the age ot 
22 or 3 years the deformity is established, and a radical 
procedure is necessary. In the intermediate age group a 
modification of both operations may be successfully em- 
ployed. The procedures as described in previous papers * 
have been somewhat changed. 

The radical operation consists of the subperichondrial 
resection of the seventh to the third costal cartilages from 
the sternum laterally to the point at which the backward 


Fig. 4.—Sixteen-year-old boy before and after operation for funnel chest. 


curve commences. A transverse wedge osteotomy is made 
across the third sternal segment, leaving the posterior 
table of the sternum intact. The xiphoid is then detached 
from the sternum and removed, and the beds of the re- 
sected sixth and seventh costal cartilages with their inter- 


4. Lester, C. W.: Funnel Chest and Allied Deformities of the Thoracic 
Cage, J. Thoracic Surg. 19: 507, 1949; Deformities of the Thorax of 
Congenital or Developmental Origin, J. Pediat. 42: 195, 1953. 
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vening intercostal bundle are completely severed from 
the sternum, during which maneuver the substernal liga- 
ment is divided completely across and the ventral medi- 
astinum entered. The loose tissues are pushed off from 
the posterior surface of the sternum and the sternum 
elevated by breaking it along the wedge osteotomy. The 
position may be maintained by simply suturing the peri- 
osteum across the osteotomy, but it seems safer to also 
pass a pair of stainless steel wires under the sternum 
from side to side and bring the ends through the soft tis- 
sues and out onto the chest wall, where they are tightened 
and twisted into a transverse support or “ladder” (fig. 5). 
This outside support is valuable in preventing para- 
doxical motion during crying, coughing, or forced res- 


Fig. $.—Radical sternoplasty with wire support and ladder (inset). 
Wedge osteotomy in third segment and resected costal cartilages are indi- 
cated. Black portions are removed. 


piration, as well as for supporting the elevated position 
of the sternum. The wires and support are removed after 
10 days or two weeks. 

Instead of the ladder the sternum may be supported by 
a section of rib removed from the patient and passed 
across under the sternum somewhat as described by 
Dailey.’ The ends of this rib strut are wired to the re- 
sected ends of the fourth ribs (fig. 6). This requires two 
incisions and takes more time, but it is valuable in women 
whose breasts interfere with application of the ladder. 

The simple operation is designed only to relieve the 
pull of the diaphragm. This is accomplished by resect- 
ing the seventh costal cartilages (costal arch), detaching 
the xiphoid and the seventh rib beds from the sternum, 
and transecting the substernal ligament (fig. 7). It is 
suitable only when the deformity has not become estab- 


5S. Dailey, J. E.: Repair of Funnel Chest Using Substernal Osteo- 
Rib Graft Strut: Report of Case with Four Year Follow-Up, 
J. A. M. A. 150: 1203 (Nov. 22) 1952. 
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lished, i. e., in infants. Since the pleura is away from the 
operative field the use of an endotracheal tube for the 
anesthetic is unnecessary. A modification of the radical 
operation is used in patients between the ages of 15 and 
30 months when the deformity has become established 


— 


Fig. 7.—Simple sternoplasty for use in infants one year old or under. 


but is limited to the lower segments of the sternum. It is 
similar to the radical procedure except that fewer car- 
tilages are resected and the wedge osteotomy is placed 
lower down. Suture of the periosteum across the osteot- 
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omy will usually maintain the correction. The risk of 
these operations is not great. Pneumothorax cannot al- 
ways be avoided, but it does no harm unless it becomes 
a tension pneumothorax because of a small opening with 
valve action. This can be readily corrected by making 
an adequate opening in the pleura and having the anes- 
thetist inflate the lung. It is the unrecognized tension 
pneumothorax that is dangerous and the only fatality in 
my series was a result of this. 

Subglottic edema may develop in small children a day 
or so after operation as a result of the endotracheal anes- 
thetic tube. When this occurs tracheotomy should be per- 
formed promptly; to delay jeopardizes the operation and 
endangers the patient's life. Because of the danger of 
subglottic edema in small children the radical operation 
is postponed until after age 22 unless the patient's con- 
dition demands earlier interference. 


RESULTS 


There were 90 patients on whom 94 operations were 
performed in this series. Thirty-one were under the age 
of 242 years, 41 between 22 and 13 years, and 18 over 
the age of 13. The youngest patient was 7 months and the 
oldest 40 years old. The simple operation was done 18 
times, the modified radical 12 times, and the radical in 
all other cases. In eight patients rib strut was used to 
maintain the elevation of the sternum. 

As it took some years to arrive at the procedures de- 
scribed above, the results will have to be considered with 
that in view. The one death has already been mentioned. 
Four patients were subjected to reoperation; two of these, 
early in the series, had the simple operation when a more 
radical procedure was indicated. Another operation, also 
early in the series, was done incorrecily. Two of the pa- 
tients reoperated on had frank recurrences, and another 
is awaiting a more radical procedure. All the others have 
good functional results, but in some there is a certain 
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amount of residual depression, although the worst of 
these has 75% correction of the original deformity. Cer- 
tain irreversible changes that are prone to occur after the 
age of 5 or 6, such as the downward slant of the ribs 
and the flat chest, cannot be corrected. 

Children’s tissues regenerate rapidly, and the short 
diaphragm pulling on the sternum through the regener- 
ated sixth and seventh costal cartilages can again pro- 
duce some depression even though the xiphoid has been 
removed. Except in the cases mentioned above this has 
been of little significance. Since detaching from the ster- 
num the rib beds of the sixth and seventh costal car- 
tilages with their intercostal bundle, the tendency has 
been much less evident. 

I restrict the simple and modified radical operations 
to those infants who have symptomatic and functional 
disturbances or seem about to develop them and warn the 
parents that reoperation may be necessary later. The 
best results have been obtained when the operation was 
done in patients between the ages of 3 and 6, but good 
correction can be obtained with relief of functional dis- 
turbances at any age (fig. 4). 


SUMMARY AND CONCLUSIONS 

Congenital deformities of the anterior chest wall may 
be divided into (1) the protrusion deformities and (2) 
the depression deformities. In the former group the de- 
formities may be in the midline or lateral to the sternum. 
In the latter group are the funnel chest deformities. All 
are unsightly and usually produce distressing psycho- 
logical disturbances. They also produce physiological 
disturbances, often attributed to something else, that 
can cause severe physical limitations. Good correction 
of the deformities and relief of the physiological dis- 
turbances can be obtained by surgical procedures that, 
though extensive, are safe. 


70 E. 80th St. (21). 


MOTORIZED INTERMITTENT TRACTION FOR TREATMENT OF 
HERNIATED CERVICAL DISK 


Henry A. Shenkin, M.D., Philadelphia 


A series of 27 patients suffering with pain in the neck 
and upper extremity as a result of disturbances of the 
cervical spine causing root compression were treated 
with a new form of cervical traction apparatus. It is my 
opinion that in each instance in this series the pain was 
sufficiently severe to warrant surgical intervention for its 
relief. Indeed, previously, in the ordinary course of 
neurosurgical practice, laminectomy would have been 
offered to this entire group. The present results of treat- 
ment will be described after the clinical entity under con- 
sideration is briefly discussed. 

Pain in the neck and shoulder or in the neck and 
upper extremity is frequently due to pressure on the 
cervical nerve roots from herniations of the cervical inter- 
vertebral disks or from compression of the roots in the 
intervertebral canals. This pain syndrome can result 
from acute injury to the neck or from chronic or repeated 


strain of the cervical spine, to which it is prone because 
of its great mobility and relative lack of support. 

The trauma may be obvious, as a “whiplash” injury 
of the neck suffered by riders in a car that has been struck 
forcibly from the front or rear. Two of the 27 patients 
being presently reviewed were so injured. Oftener (eight 
patients) the syndrome is the result of sudden abrupt 
turns of the head or turning over in bed, when the sup- 
porting muscles of the neck are relaxed. Oftenest (17 of 
the series) no specific trauma is recalled by the patient, 
but a history of recurrent “stiff necks” or “cricks” in the 
neck over a period of years indicates a chronic ligamen- 
tous instability. 


From the neurosurgical services, Episcopal and Graduate hospitals. 

Read before the Section on Nervous and Mental Diseases at the 
103rd Annual Mecting of the American Medical Association, San Fran- 
cisco, June 23, 1954 

The apparatus for motorized intermittent traction described in this 
article is obtainable from Tractolator Corporation, 255 §. 17th St.. Phil- 
adelphia. 


The ligamentous strain, of itself, apparently is suffi- 
cient to cause spasm of the cervical muscles, which in 
turn causes a loss of the normal cervical lordotic curve 
(noted in the roentgenogram of each patient in the 
series). Not infrequently, actual reversal of the cervical 
lordotic curve can be observed (9 of the 27 patients). 
This disturbance of the posture of the cervical spine can 


Fig. 1.—Motorized intermittent traction apparatus as used for cervical 
syndromes. 


be a cause of root compression, even in the absence of 
disk herniation. The cervical intervertebral canals are 
relatively narrower than elsewhere and indeed are filled 
completely in some diameters by the spinal nerves. An 
alteration of these diameters of the intervertebral canal 
can result from a change in the cervical curve, which 
must place tension on the intervertebral joints, the 
margins of which form a portion of the anterior wall of 
the intervertebral canal. Such alteration of the cervical 
curve thus could cause undue spinal root compression 
and lead to a syndrome clinically indistinguishable from 
a lateral herniation of a cervical intervertebral disk. 
Most frequently the lower cervical roots are affected 
and this is manifested by pain in the shoulder girdle, an 
upper extremity, or both. The pain can be limited to the 
shoulder girdle, but it may involve the anterior chest wall 
or the precordium, or it may be particularly noted in the 
scapular area. The radiating pain in the upper extremity 
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is often generalized in the arm or forearm, or both, but 
frequently the pain radiates in a pattern typical for the 
nerve root involved. Compression of the fifth cervical 
root, passing between C-4 and C-5 vertebrae, gives pain 
usually limited to the shoulder and lateral aspect of the 
arm (5 of 27 patients). Compression of the sixth cervical 
root, passing between C-5S and C-6 vertebrae, involves 
the anterolateral portion of the upper arm, the ante- 
cubital region, the radial aspect of the forearm, and the 
thumb or thumb and first finger. This is the root most 
frequently involved; it was affected clearly in 12 patients 
of the present series and was the probable source of dif- 
ficulty in 4 more. Compression of the seventh cervical 
root, passing between C-6 and C-7 vertebrae, results in 
pain in the posterolateral aspect of the arm, the dorsal 
aspect of the forearm, and the first (index ), the first and 
second, or first, second, and third fingers (6 patients). 
If the eighth cervical root is compressed, pain will result 
in the medial aspect of the arm and forearm and in the 
fourth or “little” finger (no cases observed in this series). 

Should the upper cervical roots be compressed, pain 
is felt in the neck; in addition, headache beginning in 
the suboccipital region and radiating anteriorly, unilat- 
erally, or bilaterally is often a chief complaint, owing 
to radiation along the occipital nerve (observed four 
times in this series accompanying a lower cervical root 
syndrome). The pain is generally intermittent, sharp. 
and stabbing, accompanied by a dull ache of a more 
constant nature. Movements of the neck, straining, 
coughing, or sneezing generally aggravate or precipitate 
the pain. Sixteen patients had specific complaints per- 
sisting four to eight weeks. In seven cases the history 
extended over a period of from 3 to 11 months, and four 
patients’ symptoms had been present for one year or 
longer, the longest time being five years. 


Fig. 2.—Left: initial roentgenogram, showing straightening of cervical 
lordotic curve with slight narrowing of interspace C-5, C-4. Right: roent- 
am made after five days of motorized intermittent cervical traction 

of 40 ib., showing restoration of normal cervical lordosis. 


Examination in the majority of patients revealed the 
neck held stiffly; it was frequently tilted slightly forward 
and toward the side of the painful extremity. The shoul- 
der joint was not painful and had a full range of motion 
in all directions, a fact differentiating this syndrome 
from bursitis and tendonitis about the shoulder joint. 
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Objective neurological examination was not always help- 
ful in a positive way. The biceps reflex, nevertheless, 
was frequently depressed, and in four patients it was 
obliterated by compression of the sixth cervical root. 
The triceps reflex was often diminished by compression 
of the seventh cervical root. Sensory changes were gen- 
erally difficult to evalute, but when present they were 
always accompanied by complaints of paresthesias in 
the same areas. In several patients in whom the sixth 
cervical root appeared to be the one involved, the deltoid 


Fig. 3.—Left: initial roentgenogram showing lows of cervical lordosis 
with actual reversal of curve between C-4 and C-5. Right: roentgeno- 
eram taken after four days of motorized intermittent traction with maxi- 
mum of 50 Ib. of pressure. 


and biceps muscles were weakened, but in only two 
cases was actual atrophy of the deltoid or biceps noted. 
The power of the triceps muscle was felt to be affected 
in two of the five patients with a seventh cervical root 
syndrome. Nerve trunk or muscle tenderness character- 
istic of a peripheral neuritis was not observed, although 
occasionally tender spots or “trigger points” were noted 
about the shoulder girdle. In several patients, the anterior 
scalene muscle was tender, possibly representing a sec- 
ondary spasm due to irritation of the fifth or sixth cervi- 
cal root, which principally innervates this muscle.’ 
Changes in the cervical spine shown by roentgenographic 
examination differentiate the problem under discussion 
from a primary scalene syndrome without a vascular 
component. 

Routine roentgenographic examination of the cervical 
spine demonstrated a distinct straightening of the normal 
lordotic curve in each patient; slight kyphosis of the 
cervical spine was actually noted in nine patients, with 
the apex of the reversed curve between C-4 and C-5 
vertebrae in three patients and between C-5 and C-6 in 
six. Narrowing of one or more of the interspaces between 
the cervical vertebrae was very frequent and almost 
constant, though it was not always possible to correlate 
the root being compressed with the interspace most nar- 
rowed. Actually 5 of the 27 patients did not have any 
narrowing of a cervical intervertebral space, despite the 
alteration of the cervical curve from normal. Degener- 
ative arthritic changes in the cervical spine were not un- 
commonly observed in the older patients of the series 
and in patients with the longest history of symptoms. The 
average age of the patients treated was 42.3 years, the 
oldest being 60 years of age and the youngest 20. 
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Myelography was performed on 11 patients, in 5 
instances immediately prior to operation for more pre- 
cise localization of the lesion. The remaining six myelo- 
grams were made of earlier patients of the series in whom 
operation had been contemplated but delayed in favor 
of intermittent cervical traction as a trial after conven- 
tional traction had failed. Myelography gave clear evi- 
dence of herniation of the cervical intervertebral disk in 
eight cases and was entirely normal in three. One of the 
latter patients, unrelieved by any form of cervical trac- 
tion, was operated on, and, while no herniation of a 
disk was found, a sixth cervical root was found to be 
compressed in its intervertebral foramen. The compres- 
sion was relieved by foraminotomy. Myelograms were 
abnormal in four early patients who later responded well 
to intermittent cervical traction. Four patients with ab- 
normal myelograms who did not respond to intermittent 
cervical traction therapy were operated on, and com- 
pression of a root by herniation of intervertebral disk 
was verified. 

The important feature of the syndrome under discus- 
sion, then, is pain in the distribution of the cervical 
nerve roots associated with evidence of loss or reversal 
of the normal lordotic curve, revealed by roentgeno- 
graphic examination of the cervical spine and reinforced 
by a history of cervical trauma or recurrent episodes of 
cervical strain. Examination may give evidence of cervi- 
cal root compression by way of focal muscular weakness 
and tendon reflex alterations, or both, with an occasional 
sensory change of rootlike distribution. 


RESULTS OF THERAPY 
All patients in this series were considered candidates 
for surgical intervention, in view of the severity and dur- 
ation of their pain. All had received conservative treat- 


Fig. 4.4. roentgenogram showing low of cervical lordosis with nar- 
rowing of interspace C-5, C-4 and reversal of cervical curve at this level. 
ethyl! iodophenylundecylate (Pantopaque) myclogram revealing defect 
in column between C-5S and C-4 on left side. CC. roentgenogram showing 
restoration of normal cervical lordosis. taken after patient was relieved 
of symptoms by motorized intermittent cervical traction. 


ment consisting of analgesics, heat and massage, and 
local injections with procaine (Novacaine); many had 
had constant cervical traction of 6 to 10 Ib. Most pa- 
tients were referred to me after failure of conservative 
treatment. A total of 12 patients had been placed in 
constant cervical traction for a period of from 3 to 10 
days without obvious benefit. 


1. Shenkin, H. and Groff, R. A. of the Cervical 
intervertebral Disc and Scalenotomy, Surgery 540-544, 1951. 
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An intermittent cervical traction apparatus developed 
by Dr. Bernard Judovich,’ which permits a force of up to 
50 Ib. to be applied to the patient without unreasonable 
distress, was used in the present series (fig. 1). The ap- 
paratus is a motor-driven mechanism with a revolving 
cam; it places the desired pull of up to 50 Ib. on a head 
halter for a period of five seconds and then releases the 
traction for five seconds. This cyclical traction is main- 
tained for one hour, and then the patient is permitted to 
rest for 15 minutes. In the patients in question traction 
was maintained for from 12 to 14 hours daily, usually 
for periods of four to five days, and in two instances as 
long as eight days. During the first day, pressures of 
from 25 to 30 Ib. were used; pressure was increased 
over the second day to 40 Ib. or more. Care was taken 
that the head halter fitted snugly and did not slide on 
the chin, so that maceration would not occur. When 
maximum benefit has been obtained, support is given 
the neck by means of a Thomas leather collar or cervical 
brace for a period of from four to six weeks. 

Of the 27 patients only 5 failed to respond to inter- 
mittent motorized traction, and operation was there- 
after carried out. Improvement following cervical trac- 
tion was generally correlated with at least a partial resto- 
ration of the cervical lordosis (fig. 2, 3, and 4) as re- 
vealed by roentgenographic examination (17 of 27 pa- 
tients). Five patients reported good relief of pain, and 
yet no change in the curvature of the cervical spine could 
be demonstrated after traction therapy. Unfortunately, 
check-up roentgenograms were not obtained after trac- 
tion and before surgery in the group operated on; it 
would have been of interest to determine if improvement 
in the curvature of the cervical spine could occur and 
pain remained unrelieved. 
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Of the 22 patients not operated on, 16 were com- 
pletely relieved by the intermittent cervical traction and 
the remaining 6 were sufficiently improved to be dis- 
charged wearing a neck support. They subsequently 
attained, if not complete recovery, a satisfactory status, 
reporting only occasional mild pain for which no further 
treatment was desired. No patients treated subsequent 
to December, 1953, have been considered in this series, 
giving a follow-up period of at least five and one-half 
months and as long as two and one-half years. Four 
patients of this group had recurrences of the syndrome, 
including loss of the previously restored normal cervical 
lordotic curve, from 3 to 12 months after treatment. In 
two the recurrence resulted from specific trauma to the 
neck in the nature of a sudden, strenuous, jerking 
motion, and in two the recurrence appeared to be spon- 
taneous. All four were replaced in cervical traction. One 
responded to usual constant cervical traction with 10 Ib. 
of weight, and the remaining three made prompt re- 
coveries with the use of motorized intermittent cervical 
traction. 

SUMMARY 

Of 27 patients with pain in the neck and upper ex- 
tremity as a result of herniations of a cervical inter- 
vertebral disk or compression of a cervical nerve root 
from alterations of the posture of the cervical spine who 
had been treated previously with other conservative 
measures, 16 recovered after the use of motorized inter- 
mittent cervical traction, and 6 more were satisfactorily 
improved. The remaining five patients required surgical 
intervention for relief of pain. 

255 8. 17th St. (3). 


2. Judovich, B. D.: Herniated Cervical Disc: New Form of Traction 
Therapy, Am. J. Surg. 84: 646-656, 195). 


POSTOPERATIVE MANAGEMENT OF PATIENTS WITH LOWER 
EXTREMITY AMPUTATIONS 


Lieut. Col. Raoul C. Psaki (MC), Capt. Phyllis R. Strobel (WMSC) 
and 


Major John J. Keys (MSC), U. S. Army 


This presentation is concerned with the postoperative 
management of the patient with a lower extremity ampu- 
tation. During the 30 month period from October, 1951, 
to April, 1954, at Letterman Army Hospital, we have 
treated 262 patients with major amputations of the lower 
extremities. Of this number, 101 had above-knee ampu- 
tations and 161 below-knee amputations. The problem 
of rehabilitation of the patient with amputation of a 
lower extremity may be divided, for descriptive purposes, 
into two phases, operative and postoperative. In the 
postoperative phase the primary purpose of treatment is 
to prepare the patient and the stump for the fitting and 


. San Francisco. 

Read before the Section on Physical Medicine and Rehabilitation at 
the 103rd Annual Meeting of the American Medical Association, San 
Francisco, June 24, 1954. 

1. Dembo, T., and others: Acceptance of Loss-Amputations, in Psycho- 
logical Aspects of Physical Disability, edited by J. F. Garrett, Rehabili- 
tation Service Series No. 210, Federal Security Agency, Office of Voca- 
tional Rehabilitation, 1952, pp. 80-96. 


From the Letterman Army 


wearing of a prosthesis. Since an understanding of the 

relationship of loss to ultimate rehabilitation is so impor- 

tant it is appropriate to begin with this consideration. 
PSYCHOLOGICAL REEVALUATION 


There are two fundamental drives for all persons: to 
be secure and to be adequate. When a person loses a 
leg there is a double threat to his security and adequacy, 
one physical and the other psychological. The interpre- 
tation of this loss to the amputee will largely determine 
his adjustment, as has been shown by the work of 
Dembo ' and co-workers. They believe this entire prob- 
lem is intimately associated with the accepted value sys- 
tem and the cultural stereotypes that give the larger part 
of the social meaning to the physical handicap of the pa- 
tient’s pretraumatic personality. The patient feels the loss 
of status on a comparative basis and thus may devaluate 
himself. This social loss carries with it feelings of not 
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being accepted and of inferiority. Consequently, the ac- 
ceptance of loss does not mean becoming reconciled to 
the condition but rather overcoming the fecling of in- 
feriority. This actually entails a value change for the 
patient. 

The first step in reevaluating one’s self, according to 
Dembo, is to admit that a difference does exist. Then the 
difference will be accepted by the injured as nondevalu- 
ating, and ke will perceive that the devaluation exists 
only in the minds of those who are ignorant or prejudiced. 
This counterdevaluation is quite difficult because the in- 
jured person feels that abnormality of the body is syn- 
onymous with psychological deviation, an attitude that 
tends to strengthen the old values. It is actually easier 
to change the needs of a person than to bring about 
value changes on the emotional level. Nevertheless, this 
is most important if revaluation is to become a reality. 
It is relatively easy to convince a person intellectually 
to change his values; however, the actual integration of 
the changed values for the person concerned is an en- 
tirely different matter and one that meets with resistance. 
Single values are not divorced from other values of the 
person, so that, if one value is changed, others must be 
changed or discarded. This is painful to the patient and 
not easy to accept. Yet, as Dembo states, value change 
is necessary and is actually the core of the problem.for 
the injured person who reevaluates himself. One ap- 
proach to the problem is to enlarge the scope of values 
beyond that of the injury so that other personal charac- 
teristics are included. This will tend to diminish devalu- 
ation because it will assist in bringing about a feeling that 
the lost values are nonessential for the evaluation of the 
injured person. Devaluation may also be overcome when 
the lost values are regarded as assets rather than as com- 
parative values; that is, ability or achievement becomes 
a good thing when it exists but not a loss, lack, or dis- 
turbance when it is absent. This realistic acceptance of 
what he has, can reach, and can do will make living a 
worth-while process, and he will no longer feel inferior 
to a noninjured person. 

The extent to which the handicap physically limits the 
playing of social roles is culturally variable, being modi- 
fied by technological devices such as prostheses. The 
amputee cannot be completely rehabilitated until he 
thoroughly understands the acceptance of the loss. Ac- 
ceptance has been rather loosely used in the past with 
various meanings to different persons.’ It is usually de- 
fined as the act of receiving with approbation or satis- 
faction; hence, the word conveys that state or disposi- 
tion of the mind in which one assents to the propriety of 
a thing with some degree of satisfaction or approval, 
which is the social connation. In the field of physical med- 
icine and rehabilitation, acceptance implies that the pa- 
tient is accepted by the physician and therapist without 
prejudgment or too critical an evaluation and that the 
attitudes expressed by the patient are accepted in the 
light of his needs and background. Such a policy will 
hasten his recovery and readjustment. The patient is 
quick to sense and recognize the lack of acceptance or 
the unwillingness of the physician or therapist to move 
with him into the troubled area. Such knowledge adds 
to frustration and reinforces the patient's problems. Ac- 


cording to Grayson,’ acceptance is usually applied to 
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three aspects of the patient's rehabilitation: physical, so- 
cial, and psychological. Physical acceptance implies that 
the patient has an awareness of the nature of the dis- 
ability and understands its origins, complications, limita- 
tions, and prognosis. Social acceptance implies that the 
patient is prepared to move realistically toward his home, 
work, family, and society. Psychological acceptance im- 
plies that the patient’s emotional climate with reference 
to his disability has been equalized by his feelings of ac- 
ceptance and adequacy and by his recognition of a value 
standard that is equal to that of the noninjured. Accept- 
ance of these three aspects results in a socially oriented 
person. 
PREPROSTHETIC PHASE 

The importance of aiding the amputee during his pe- 
riod of psychological adjustment should not be mini- 
mized, and this aid should continue throughout rehabili- 
tation. As the amputee is prepared psychologically so 
he also must be prepared physically. This is best done by 
means of an over-all physical rehabilitation program that 
begins at the bedside. Early ward care for the postoper- 
ative amputee consists primarily of an initial test of 
muscle strength, strengthening exercises, and instruction 
in bed positioning. These activities are begun as soon 
after surgery as feasible, often despite presence of skin 
traction, sutures, drains, mild pain, and/or edema. The 
initial testing of the bedridden patient is cursory. The pa- 
tient is checked for gross muscle weakness and the pres- 
ence of abnormal spinal curvature, posterior pelvic tilt, 
and contracted fascia. Through the efforts of the ther- 
apist the patient is started on an exercise program that 
includes all four extremities and the trunk. Stress is 
placed on exercise of the abdominal muscles, triceps, 
latissimus dorsi, hip extensors, adductors, gluteus me- 
dius, and quadriceps. The patient is instructed in active 
exercises to be done during the day and is told to change 
his bed position often to avoid prolonged periods of 
back-lying. Resistive exercises are carried out manually, 
with sand bags, or by means of an elastic strap, as neces- 
sary. Ward personnel are advised not to place pillows 
under the patient's stump. As the patient progresses 
from the bed to crutches he begins a more vigorous ex- 
ercise program in the clinic. 

The clinical routine for preprosthetic care includes a 
weekly test for range of motion and strength and resist- 
ance exercises of the involved musculature by manual 
application, wall pulleys, Elgin table, or barbells. Stretch- 
ing, when indicated, is accomplished either manually or 
with the aid of weights. In addition the patient learns to 
balance, hop, skip rope, climb stairs, and perform deep 
knee bends and other comparable activities on the nor- 
mal leg. The stump is bandaged to promote shrinkage of 
soft tissue and to prepare it for the prosthesis. The band- 
age should be applied several times daily with firm, even 
pressure. Techniques of bandaging should be explained 
and demonstrated to the patient. Whenever possible, as 
in the case of a patient with a below-knee amputation, the 
patient is taught to bandage his own stump. An Ace 
bandage is used on the patient with a below-knee stump, 
while two 6 in. (15.24 cm.) bandages sewn end-to-end 


M.: Cone of “Acceptance” 


2. Gra ept in Physical Rehabilitation, 
J. A. M. A. 245: 893-896 (March 24) 1951. 


are used for the patient with an above-knee amputation 
(fig. 1). In the early phase of the program the application 
of heat in some form such as the whirlpool or infrared 
radiation may be prescribed prior to exercise. Massage 
may also be indicated, particularly if adherent scars are 
present. When the stump is well healed, functionally 
strong, free from contractures, and approaching max- 
imum shrinkage, the patient is ready to be measured and 
fitted for a prosthesis. 


Fig. 1.—Bandages on below-knee and above-knee stumps. 


FITTING AND ALIGNMENT OF LOWER 
EXTREMITY PROTHESES 

The making and fitting of any prosthesis ts an art. This 
has partially precluded standardization in the manufac- 
ture of artificial limbs. The objectives of the prosthetist 
have been to provide the amputee with a device that will 
assist him in performing his daily activities in an easy, 
natural, and comfortable manner. The manner in which 
these objectives are fulfilled depends to a large degree on 
proper fitting and alignment. The terms fitting and align- 
ment are not synonymous but cannot be separated, be- 
cause even though a prosthesis is well fitted it cannot be 
used efficiently and comfortably unless it is properly 
aligned. Hov ver, a properly aligned prosthesis can be 
worn successfully and tolerated quite well even though 
its fit is not perfect. Fitting is the relationship that exists 
between the inner surfaces of the socket and the outer 
surfaces of the stump. Alignment is based on the proper 
relationship and placement of the component parts and 
segments to each other and to the center of gravity of the 
body. The physician who treats the amputee must be 
capable of determining the type of prosthesis necessary, 
understanding the specific parts of the prosthesis, writing 
a prescription for the prosthesis, and then intelligently 
checking the final fitting. Since this is a weak point in the 
treatment chain, a discussion of the various parts and 
types of prostheses specifically used at Letterman Army 
Hospital and in general use elsewhere will be described. 


BELOW-KNEE PROSTHESIS 
The component parts of the prosthesis for a patient 
with a below-knee amputation are the foot, ankle, shin 
piece, socket, side joints, thigh corset, check strap, kick 
strap (extensor), and pelvic belt (fig. 2.4). The foot is 


Kace Prosthesis, Arch. Phys. 
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probably the most standardized component part of the 
lower extremity prostheses. The nomenclature of the 
foot is depicted in figure 3,D. The prosthesis has three 
rubber bumpers: heel, instep, and toe. The heel and in- 
step bumpers control the amount of motion permitted 
in the ankle joint. This motion, of necessity, depends on 
the individual amputee. In the below-knee prosthesis, the 
amount of dorsiflexion is controlled by the instep 
bumper and must be adjusted carefully; otherwise the 
amputee will experience some difficulty in walking be- 
cause there will not be enough motion at the ankle. Al- 
though both the heel bumper and the instep bumper are 
made of rubber, the latter is much firmer and is often 
reinforced with cord. The heel bumper is made of “live” 
rubber and should allow about 20 to 30 degrees of plan- 
tar flexion under weight bearing. The toe bumper is made 
of rubber that will aid in “push-off” of the toe and is 
placed in the toe-break. There is some controversy 
among prosthetists as to the angle at which the break of 
the toe is placed. Some have it at right angles to the line 
of progression; von Werssowetz ' recommends an angle 
of 82 degrees from the long axis of the foot. In any case 
it should be so placed so as to enhance a smooth gait, 
prevent rotation, and aid in lateral stability. The foot 
should be placed on the shin piece in such a manner as 
to provide about 8 degrees of external rotation (fig. 3,B). 

The ankle joint should be set at the posterior border 
of the middle third of the foot and parallel to the axis of 
the knee joint. The single axis (dorsiplantar flexion) 
joint is most generally used and may be either a bronze 
bushing or ball-bearing type (fig. 3.D). Ankle joints that 
provide for lateral motion and dorsiflexion and plantar 
flexion are available to prosthetists. These have both ad- 
vantages and disadvantages. They are excellent when 
walking on level terrain, but mechanical problems are 
still prevalert in this type of ankle joint. 


Fig. 2.—A, nomenclature of below-knee prosthesis. B, Y and X-X" indi- 
cate relationship of side joint knee axis to femoral epicondyle and to 
load line. C, Y and X-X" knee axis parallel to ankle joint axis. Toe out, 
D, anteroposterior view showing placement of side joint knee axis. 


Materials that have been used in the production of 
the shin piece include wood, fiber, metal (aluminum), 
and plastic. Letterman Army Hospital has for the past 
few years successfully used thermal-setting, plastic-im- 
pregnated cotton and/or nylon stockinette in producing 
shin pieces for the below-knee prostheses. A separate 
socket is attached to the proximal end of this shin piece. 
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The socket is designed to conform to and accommodate 
the stump. It is usually made so that it is rigid. Leather- 
lined Celastic (double-faced canton outing flannel with 
cellulose acetate) has been used extensively by prosthe- 
tists and has proved to be quite satisfactory. Plastics of 
many types have been used, and most recently a plastic- 
impregnated stockinette socket has been used success- 
fully at Letterman Army Hospital. The weight-bearing 
areas of the socket are adjacent to the expanding front 
and sides of the proximal end of the tibia immediately be- 
low the flare of the condyle. Areas that do not tolerate 
weight bearing, such as the tubercle, the sharp crest and 
lateral surface of the tibia, and the head of the fibula, 
should be relieved to avoid excessive pressure. Care 
should be taken to insure that the posterior rim of the 
socket does not impinge on the popliteal space and that 
there is no pressure on the peroneal nerve. 

The side joints serve the purpose of articulation be- 
tween the thigh corset and the shin piece (fig. 2.4). 
There is almost universal agreement as to where the cen- 
ter of axis of the side joints should be placed in reference 
to the natural joint of the knee, Y and X-X’ in figure 
2,B, C, and D. In order that the prosthesis can more 
nearly follow the same are as the stump, the axis of rota- 
tion of the side joints should be placed just posterior to 
the load line at the level where the collateral ligaments 
attach to the prominence of the femoral condyles, Y in 
figure 2.B. The axes should be parallel to each other in 
the sagittal plane and should be equidistant from the 
ground. Alignment of the side joints should also include 
adjustment of the upper portion of the side joints to al- 
low for the normal declination and inclination angles of 
the thigh and provide for approximation of the knee that 
is always present in amputees with a below-knee stump. 

The leather thigh corset serves to attach the prosthesis 
to the stump and also supports a portion of the body 
weight. The length of the corset is usually about two- 
thirds of the length of the thigh, depending on whether 
a gluteal or ischial roll is added for further weight bear- 
ing. The corset’s distal anterior border should be placed 
about | in. (2.5 cm.) above the patella, and the posterior 
border should be cut from 2 to 3 in. (5.1 to 7.6 cm.) 
higher to allow for knee flexion (fig. 2,4). The check 
strap of the below-knee prosthesis is connected at the 
top to the corset and at the bottom to the shin piece. It is 
used to prevent hyperextension and also to prevent the 
knee joint stops [rom hitting together and making a noise. 
Care should be taken to insure that the check straps are 
placed properly and that they do not cause rotation of 
the socket. 

Usually a pelvic belt made of webbing is worn as an 
additional means of support for the below-knee prosthe- 
sis. This belt is worn around the pelvis between the iliac 
crests and the trochanters. The kick strap is attached to 
this belt by elastic webbing (fig. 2,4) and to the shin 
piece by means of an inverted, leather Y-strap. It serves 
the dual purpose of holding the prosthesis to the stump 
and aids in extension of the shin piece on the knee. Oc- 
casionally this strap is attached to the prosthesis by an 
inverted T-strap attached to the side joints above the 
knee, and although it does not aid in extension of the 
shin it does make the prosthesis feel lighter. The below- 
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knee prosthesis should match the sound limb in length 
and should be made of materials that do not make it ex- 
cessively heavy. 


CONVENTIONAL ABOVE-KNEE PROSTHESES 


There are two above-knee prostheses, the conventional 
type and the suction socket. The conventional above- 
knee prosthesis consists of the foot, ankle, shin, knee, 
thigh (socket), hip joint, pelvic band, and pelvic belt (fig. 
3,4). The foot and ankle are the same as that presented 
in the below-knee prosthesis (fig. 3,D), and the align- 
ment of the ankle joint and the shin are as described in 
the section on below-knee prostheses. The shin is con- 
structed of wood, metal, fiber, or plastic. Regardless of 
the material selected, the shin should closely conform 
to the shape of the sound limb. Instead of preparing the 
proximal end of the shin for reception of a socket, it 
should have incorporated in it lateral and medial recep- 
tacles for the knee bolt. The shin and thigh pieces are 
fastened together by means of the knee bolt. 


Fig. 3—A, lateral view showing position of hip and knee joints m 
telat.on to load line. Y-position of hip joint axis anterior to greater 
trochanter, B. toe out and relationship of knee and hip joint to cach 
other in the plan view. C, Y hip joint and pelvic band. D, nomenclature 
of foot and ankle. 


The knee bolt should be placed at right angles to the 
line of progression (fig. 3,B), parallel to the ground, and 
at a level corresponding to the midpoint of the femoral 
epicondyles of the sound limb. It is universally agreed 
that placement of the knee bolt (knee axis) posterior to 
the load line of the prosthesis (fig. 3,4 and B) aids 
materially in establishing involuntary control of the knee. 
How far posterior to the load line this knee axis should 
be placed depends on the amount of alignment stability 
needed by the individual amputee. Age, muscle strength, 
weight, and complicating disabilities are governing fac- 
tors. 

The thigh piece or socket of the conventional above- 
knee prosthesis can be made of wood, metal, or plastic. 
If it is made of metal or plastic a separate socket must 
be made and attached to the thigh piece. If wood is used 
the socket is produced by “pulling” the space to accom- 
modate the stump. At Letterman Army Hospital the 
conventional above-knee prosthesis is made of a combi- 
nation of plastic shin piece and willow wood thigh socket. 
In general, most patients with above-knee amputations 
are fitted with an ischial weight-bearing socket with some 
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diffused weight bearing placed on the gluteal region. 
Important points of consideration in the fitting and align- 
ment of the thigh socket are the position, shape, and size 
of the ischial seat; adduction of the stump within the 
socket; flattening of the lateral, medial, and anterior 
walls; shortening of the anteroposterior dimension; relief 
of the hamstring muscles; and provision for physiological 
approximation of the knees and alignment of the socket 
in a position of initial flexion * (fig. 4.4). If these points 
are carefully incorporated in the prosthesis the amputee 
will have a socket that is roughly rectangular, with the 
medial wall nearly vertical and the lateral wall sloped 
downward and inward, X and Y in figure 4.D. The 
ischial seat will allow for a more even distribution of the 
pressure of the stump, and shortening of the antero- 
posterior dimension provides a greater area on the pos- 
terior rim for gluteal weight bearing. 

The prosthesis is affixed to the stump by means of a 
hip joint and pelvic belt. The placement of the center 
of rotation of the hip joint is a most important step in 


Fig. 4.—A, position of stump in initial flexion for both conventional 
and suction-socket abowe-knee prostheses. B, position of knee bolt pos- 
terior to load line. High lateral wall of suction socket. C, position of air 
valve and high anterior wall. D, position of stump held in adduction by 
inward slanting lateral wall, X. and vertical medial wall, Y. Wide distri- 
bution of pressure on lateral and medial aspects of stump. E£, toc-out 8 
degrees from line of progression. 


the alignment of the prosthesis. Leading authorities in 
this field agree that the distal flange should be fastened 
to the socket so that the center of rotation is slightly 
anterior to the anterior-superior border of the greater 
trochanter and slightly below that of the normal joint ° 
(fig. 3,4). Slocum * stated: “a further and most impor- 
tant detail in the allocation of the mechanical hip joint 
is that it is placed in slight medial deviation (internal 
rotation) in relation to the sagittal plane of the body as 
it rests in the neutral standing position.” The proximal 
portion of the hip joint should be curved to fit the shape 
of the hip as closely as possible (fig. 3,C). This portion 


4. Prosthetic Devices Research Project: Functional Considerations in 
the Fitting and Alignment of the Suction Socket Prosthesis, ed. 2. Insti- 
tute Of Engineering Research, Berkeley, Calif, University of California 
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5. Buchanan, A. R., and Robinson, B. E.: The Position of the External 
Hip Joimt in the Above-the-Knce Prosthesis with Pelvic Suspension: Ex- 
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of the hip joint is fastened to a metal pelvic band that, 
in turn, is fastened to a padded leather pelvic belt. The 
pelvic band should be fitted to the contours of the body 
and should extend horizontally about half way around 
the body. The pelvic belt and band (fig. 3,4 and C) is 
worn similarly to the pelvic belt worn by the patient with 
a below-knee amputation, i. ¢., between the crests of the 
ilium and the tips of the trochanters. For the majority 
of patients with above-knee amputations the length of 
the prosthesis should be such that the pelvis is level when 
weight is equally distributed between the prosthesis and 
the sound limb. The age, muscle strength, other disabili- 
ties, and occupation of the amputee will sometimes indi- 
cate a need for a shorter prosthesis. 


SUCTION-SOCKET ABOVE-KNEE PROSTHESIS 

The suction-socket above-knee prosthesis (fig. 4.B 
and C) differs from the conventional prosthesis in that 
it has no mechanical hip joint, pelvic band, or pelvic belt. 
The component parts are the same as in the conventional 
above-knee prosthesis, and the axial alignment follows 
the same general principles. The absence of a suspension 
harness about the hip places the burden of prosthesis 
control on the musculature of the hip and stump. The 
suction-socket prosthesis adheres to the stump by means 
of about 142 Ib. (0.73 kg.) of negative pressure created 
between the end of the stump and the sealed-off chamber 
above the knee joint. Another major difference between 
the conventional above-knee prosthesis and the suction- 
socket is not in the prosthesis itself but in the use of 
stump socks. In the conventional prosthesis the ampu- 
tee wears stump socks, but he does not wear them with 
the suction-socket. Since the skin is immediately ad- 
jacent to the inner surface of the socket, a careful fit is 
necessary to avoid movement between the stump and 
socket. In a well-fitted socket the femur will move within 
the soft tissues of the stump. Air seal must be complete 
and is obtained by making the socket fit snugly to the 
stump; however, great care should be exercised to avoid 
an excessively tight fit, and the pressure should be dis- 
tributed uniformly over the entire stump. An automatic 
expulsion-type valve is most generally used at present. 
This valve is placed anteromedially and below the end 
of the stump where it can be reached conveniently by 
the amputee (fig. 4,C). The shape of the socket follows 
the pattern set for the conventional above-knee pros- 
thesis. It must be fitted with closer tolerance than the 
conventional prosthesis since it is worn without stump 
socks and suction must be maintained. 

The amputee who wears a suction-socket prosthesis 
usually has more strength in his stump muscles, and it is 
not necessary to incorporate excessive involuntary sta- 
bility in the knee joint. The center of rotation of the 
knee joint can therefore more closely approach the load 
line and thus give more voluntary control of the knee. 
This increased voluntary control will permit alignment 
of the ankle axis at a point directly below or slightly 
behind the knee axis (fig. 4,4). The anterior and lateral 
borders of the suction socket prosthesis are higher than 
the corresponding borders of a conventional prosthesis 
(fig. 4,B, C, and D). The anterior border is as high as 
necessary to help maintain suction, yet it should not be 
so high as to exert intolerable pressure while the amputee 
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is sitting. The proper height for the lateral border is a 
controversial point at present. Whether it should be at 
the level of the base of, at the tip of, or above the greater 
trochanter, or intermediary, is still debatable. The all- 
important factor is the degree to which the height of the 
lateral wall affects the gait of the amputee. The borders 
in the toe-out are the same as in the conventional above- 
knee prosthesis (fig. 4.£). 


FEMORAL END-BEARING PROSTHESIS 


The foot and ankle joint of the end-bearing prostheses 
and the principles of alignment are the same as used in 
the conventional above-knee prostheses. The shin piece 
varies only at its proximal end, in that it is not fabricated 
to accommodate a socket but is prepared only for side 
joints. The side joints are of the same type as used in the 
below-knee prosthesis. The alignment and placement of 
the center of the axis of rotation of these joints should 
be the same as that of the conventional above-knee pros- 
thesis. These side joints are attached to the shin piece 
below and to the thigh piece or socket above in such a 
manner as to provide sufficient approximation of the 
knees. This alignment helps prevent excessive lateral and 
medial pressures on the end of the stump. 

The socket (thigh piece) for an end-bearing prosthe- 
sis is laced to the stump and may be made of molded 
leather, leather-lined Celastic, or plastic-impregnated 
(thermal-setting ) cotton or nylon stockinette. The latter 
has been used with some degree of success at Letterman 
Army Hospital by the use of Fiberglas as a stiffening and 
supportive agent on the posterior aspect of the socket. 
The fit of the socket is of the utmost importance, and 
because of this the socket is fabricated on a plaster mold 
of the stump. Occasionally a gluteal roll or flare is added 
to the proximal end of the socket, and sometimes an 
ischial bearing seat is incorporated. These are efforts at 
solving fitting problems and must vary with the individual 
amputee. Since this is a long stump and thus a long lever 
arm, the socket is not aligned in initial flexion as is the 
case in the above-knee prosthesis, but is made to con- 
form to the thigh. 

Since the side joints for this prosthesis are of the freely 
movable type, check straps are necessary. These are 
attached to the posterior aspect of the prosthesis in much 
the same manner as the check straps used in the below- 
knee prosthesis and serve the same purpose. The end- 
bearing prosthesis, in most cases, incorporates a kick or 
extensor strap attached to the anterior aspect of the 
prosthetic shin and to the pelvic belt. It serves the same 
purpose in the end-bearing prosthesis as it does in the 
below-knee prosthesis. Some amputees with end-bearing 
prostheses may successfully use the pelvic belt made of 
webbing similar to that used in the pelvic belt of the 
below-knee prosthesis; others may have to have a pelvic 
belt and band and a hip joint as are used in the conven- 
tional above-knee prosthesis. When it is necessary to use 
the hip joint and pelvic band on the end-bearing prosthe- 
sis, the alignment of the two and the position of the 
pelvic belt are the same as used in the conventional 
above-knee prosthesis. Even though a hip joint is used 
on this type of prosthesis, there will still be some rotation 
at the distal end of the stump. O. F. von Werssowetz * 
suggests that the socket at the level of weight bearing be 
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circular, and thus, since it would have no flat sides, com- 
plications such as chafing, tenderness, or actual break- 
down would be minimized. 


PROSTHESIS FOR SYME’S AMPUTATION 

A prosthesis for the Syme’s amputation is worn en- 
tirely below the knee. The foot is the same as that used 
in prostheses for more proximal amputations. The ankle 
joint must be incorporated in the base of the shin piece 
without the use of a shin bolt. The shin piece or socket 
has been made of wood, metal, leather, plastic, or a com- 
bination of these materials. At Letterman Army Hos- 
pital the socket is made of plastic-impregnated cotton 
and nylon stockinette on a plaster mold of the stump. 
The posterior portion of the socket is cut away from just 
below the proximal end to within 1 or 2 in. (2.54 or 
5.08 cm.) of the distal end. In this socket the proximal 
end is flared to conform to the expansion of the tibia and 
serves as a partial weight-bearing area. This prosthesis 
is held on to the leg by a leather strap that is laced on 
the anterior side of the shin piece. 


PROSTHESES FOR PATIENTS WITH AMPUTATIONS 
ABOUT THE HIP 


A discussion of lower extremity prostheses would not 
be complete without some mention of artificial limbs for 
patients with amputations about the hip. We recognize 
the many ramifications of this type of amputation and 
present only a few of the salient features of the prosthe- 
ses. The fabrication of prostheses for amputations 
through or near the hip joint presents a complex prob- 
lem. They are usually fitted with either a “tilting-table” 
or a “saucer” socket attached to the conventional above- 
knee type of prosthesis. The foot, ankle, and shin are 
the same as used in the lower level amputation pros- 
theses. The knee and hip joints must have locking devices 
that can be activated through clothing. The tilting table 
must be provided with a track and roller arrangement to 
alleviate the strain that is placed on the hip joint. Ma- 
terials used in this prosthesis have been leather, metal 
(aluminum), or plastic. Letterman Army Hospital has 
successfully used the plastic-impregnated cotton stock- 
inette reinforced with Fiberglas. The tilting table pros- 
thesis is probably the heaviest and most cumbersome of 
the artificial limbs. It requires a skillful and experienced 
prosthetist to produce a well-fitting and functional pros- 
thesis. The activities of an amputee using such a prosthe- 
sis are of necessity quite limited in scope, and conse- 
quently the prosthetist can concentrate on making the 
prosthesis as light as possible and sacrifice strength. 
Since this type of amputation leaves little or no stump 
with which to control the prosthesis, it is of the utmost 
importance that every possible principle of involuntary 
stability be incorporated in the final product. 


GAIT TRAINING OF PROSTHETIC-FITTED AMPUTEE 

When the amputee has received a properly con- 
structed and fitted prosthesis he is ready to begin gait 
training. Saunders ‘ and co-workers have shown that in 
iocomotion the body describes a smooth, regular, sinus- 
oidal curve in the vertical and horizontal planes of pro- 


7. Saunders, J. B. De C. M.; Inman, V. T., and Eberhart, H. D.: The 
Determinants in Normal and Pathological Gait, J. Bone & Joint 
Surg. 35-A: 543-558 Uuly) 1953. 


gression. This “figure eight” pattern assists the body in 
conserving energy during ambulation. Saunders’ gait 
studies have also revealed that the problem of the ampu- 
tee in walking is one of increased energy expenditure. 
Since the loss of one function due to an amputation can 
be compensated for only by the exaggeration of another 
function, the energy level must be increased if walking is 
to be done. The level of amputation will be the determin- 
ing factor in the amount of energy expended, the rotation 
of segments, and the displacement of the center of gravity 
during ambulation. Consequently, according to Saun- 
ders’ work, it is readily evident that interference with 
body mechanics and energy requirements increase with 
the height of amputation. The function of gait training 
is therefore twofold, to minimize as far as possible the 
increased expenditure of energy and to produce a gait as 
nearly normal as possible within the limitations imposed 
by the amputation and the artificial limb. The require- 
ments for gait stability and mobility are seemingly para- 
doxical. Stability is necessary to sustain balance and 
equilibrium during the various phases of walking; mobil- 
ity is needed to assist the limb in moving in various direc- 
tions. 

At Letterman Army Hospital the finished prosthesis 
is sent by the prosthetist directly to the physical medicine 
service where it is checked for fit, alignment, and com- 
fort before gait training is begun. The prosthesis remains 
in the custody of the department until the amputee clinic 
team judges the patient to be a proficient walker with the 
endurance to remain on the prosthesis for approximately 
four hours. Amputees in the postprosthetic phase of 
rehabilitation join a walking class that meets twice daily. 
In this group situation the amputee learns the care 
and use of the prosthesis. Each patient receives mimeo- 
graphed instructions concerning stump hygiene that 
stress the importance of proper bathing of the stump, the 
need for clean stump socks, and the desirability of report- 
ing any abrasions, blisters, or dermatitis to the physician. 

Since each patient differs as to length of stump, type 
of prosthesis or prostheses, age, manual dexterity, cour- 
age, determination, and motivation, individual super- 
vision and instruction must be given by the therapist 
during periods of walking. Since the gait program at 
Letterman Army Hospital has been discussed in detail 
in a previous paper,” we shall limit this discussion to a 
general summary, with particular reference to those ac- 
tivities participated in by the group as a whole. During 
early ambulation emphasis is placed on balance and pos- 
ture. Each patient should perfect standing balance in the 
parallel bars in front of mirrors before walking is at- 
tempted. During this early phase the patient should 
check his stump frequently for possible abrasions or 
other lesions of the skin. When he no longer needs the 
assistance of the parallel bars, he is encouraged to at- 
tempt as rapidly as possible the activities of daily living, 
first with crutches, then canes, if needed, and ultimately 
unassisted. These activities include walking forward, 
backward, and sideways; turning; climbing up and down 
stairs, ramps, and curbs and over obstacles; getting in 
and out of chairs and automobiles; falling on a mat and 
rising; picking up articles from the floor; walking to 
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music; and walking over rough terrain. An effort is made 
by the patient to increase his endurance as well as his 
skill. 

Even though the prosthesis may be perfect in respect 
to length, fit, and alignment the amputee may develop a 
limp during early ambulation. One common cause of 
faulty gait is lack of uniform length of stride. The uni- 
lateral amputee tends to lengthen the stride on the pros- 
thetic side. Such aids as cadence counting and marching 
to music can help the patient achieve a more normal 
walking rhythm during gait training. The patient should 
also be instructed to keep the prosthetic foot as close to 
the floor as possible. Scuffing the toe of the prosthetic 
foot seems to help the amputee develop the kinesthetic 
sense needed to assist him in knowing where the pros- 
thesis exists in space. The patient should also guard 
against fatigue that could result in faulty body mechanics. 

Once a week the amputee is scheduled to be seen in 
the amputee clinic by the prosthetic clinic team, consist- 
ing of a physiatrist, orthopedic surgeon, ward physician, 
prosthetist, physical therapist, physical reconditioning 
director, and medical social worker. Weekly progress is 
recorded, problems discussed, and recommendations and 
referrals made when necessary. It is believed that this 
team approach more nearly meets the total needs of the 
patient. 

SUMMARY 

The rehabilitation of patients with a lower extremity 
amputation is the responsibility of the physician. For 
adequate rehabilitation of these patients the physician 
must understand the (1) relationship of loss to ultimate 
rehabilitation, (2) acceptance of loss as related to the 
amputee, (3) preprosthetic care of the patient and 
stump, (4) component parts of the prosthesis, (5) fitting 
and alignment of the prosthesis, and (6) postprosthetic 
phase including gait training. 

Letterman Army Hospital, San Francisco (Colonel Psaki). 


. Mendier, H. M.; Shafer, J. A., and Psaki, R. C.: Gait Training for 
Amputee, U. S. Armed Forces M. J. 3: 1329-1335 
(Sept.) 1952. 


The Physician's Responsibility. The avowed objective of the 
profession of medicine is the common good of mankind. Physi- 
cians faithful to the ancient tenets of this profession are ever 
cognizant of the fact that they are trustees of medical knowledge 
and skill and that they must dispense the benefits of their special 
attainments in medicine to all who need them. Physicians dedi- 
cate their lives to the alleviation of suffering, to the enhancement 
and prolongation of life, and to the destinies of humanity. They 
share whatever they have learned and whatever they may dis- 
cover with their colleagues in every part of the globe. They 
recognize instinctively that the need for improvement of medical 
knowledge and skills is never at an end, and while they strive 
toward satisfaction of this need they are zealous in making 
available to physicians of good character who Possess the desire 
and the ability to learn the aggregate of progress in medical 
education, research, and discoveries as they may exist at the 
time. They do not remain content to limit their activities to the 
care of the infirm, since they recognize also their useful rank 
among the vast concourse of citizens on whose shoulders the 
destiny of our nation rests. At the same time they will resist 
attempts to debase their services by diverting them to ignoble 

In their relationships with patients, with colleagues, 
and with the public, they maintain under God, as they have down 
the ages, the most inflexible standards of personal honor.— 
Principles of Medical Ethics of the American Medical Associa- 
tion, chapter 1, section 2, June, 1954. 
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ARTERY OCCLUSION 
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A few illustrations of unilateral renal disease asso- 
ciated with hypertension that have been observed in 
man ' are arteriosclerotic narrowing of the orifice of one 
main renal artery, caused by arteriosclerosis of the aorta 
itself or of the first part of the renal artery; arterio- 
sclerotic stenosis in any portion of the main renal artery; 
and thrombosis of the aorta at the mouth of the renal 
artery or in the main renal artery. Numerous instances 
have been reported of hypertension due to renal artery 
occlusion successfully treated by nephrectomy.’ In the 
following report we present the case of a patient with 
marked hypertension who was treated with thromboen- 
darterectomy for atherosclerotic occlusion of the abdomi- 
nal aorta and iliac arteries and partial thrombosis of one 
renal artery. It is the purpose of our paper to discuss the 
prompt and persistent reduction in the patient's blood 
pressure that followed this procedure. 


REPORT OF A CASE 


Present Iiness.—A white male mechanic, aged 46, had been 
having hip, thigh, and leg pain, with numbness and a sense of 
heaviness occurring upon walking as little as one-half to one 
block and improving after a short rest. These symptoms started 
approximately nine years ago and were treated with paravertebral 
nerve blocks; at that time it was noted that the patient had no 
pulses in his lower extremities; no mention of hypertension was 
made at that time. Until two years ago, these symptoms were 
mild and changed little, but more recently they became more 
disabling, and in addition coldness of both feet became distress- 
ing, especially at bed rest. The patient has had recurring dull, 
throbbing occipital headaches occurring especially when he was 
lying down and often associated with nausea, vomiting, and 
luminous spots before his eyes. 

Early this same year he had a few days of mild hematuria, 
dysuria, pain in his left flank, fever, and pyuria. A retrograde 
study at that time was entirely normal except for the pyuria, 
and the patient was treated with oxytetracycline (Terramycin) 
with good results. At that time it was noted that his blood 
pressure was 210 mm. Hg systolic and 110 mm. Hg diastolic; 
when taken several times since his blood pressure has never 
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been less than 200/100 mm. Hg. He has had no urinary symp- 
toms before or since that time. The patient has had progressive 
difficulty in developing and maintaining an erection for the past 
two years. In the most recent four months he was unable to 
maintain an erection sufficiently well to effect sexual intercourse. 
although his sex interest remained normal. His systemic history. 
past history, and family history were otherwise not contributory 
to thts present illness. 

Physical Examination.-On physical examination the ab- 
normal findings included a blood pressure of 200 mm. Hg 
systolic and 100 mm. Hg diastolic in the right arm and 210/110 
mm. Hg in the left. The aorta was palpable high in the epigas- 
trium. Numerous tortuous collateral arteries were visible over 
the abdominal wall along the course of the lower intercostal 
arteries. Both femoral pulses were barely palpabic, and a faint 
pulse could be felt on each side at the posterior tibial artery. The 
radial, ulnar, and carotid pulses were normally present. 

The thigh and calf mus-les were somewhat atrophic as com- 
pared to the patient's general muscular development. Hair was 
absent on both legs below the knees. There was a superficial skin 
ulcer 4 cm. square over the right lower tibia. The feet were cool 
and dry; they blanched rapidly at 60 cm. elevation, with this 
maneuver reproducing the patient's pain. The patient described 
the pain as dull, aching, and heavy, and said his legs felt like 
“attached clubs.” 


Fig. 1 —Preoperative sortogram taken five seconds after dye injection, 


complete occ 
occhusoa of left renal artery. 


of aorta below renal arteries and partial 


Laboratory and Roentgenographic Findings.—At this time 
urinalysis showed that the patient's urine contained 3+ albumin 
and urine specific gravity was 1.024. There were only rare white 
blood cells in the urine and 3 to § red blood cells per high 
dry field. An Addis count showed a specific gravity of 1.019, 
total volume of 700 cc., 3 million casts, 138 million white blood 
cells, and 2.1 gm. of albumin. Blood examination was within 
normal limits. The urea nitrogen was 40 mg. per 100 cc. A 
phenolsulfonphthalein test showed excretion of 55% of the dye 
in one-half hour, 20% additional dye excreted in one hour, with 
a total of 80% excreted in two hours. An aortogram done with 
40 cc. of 70% iodopyracet (Diodrast) showed obstruction of the 
abdominal aorta at the level of the origin of the left renal artery. 
The right renal vessel appeared normal. The left renal artery 
appeared partially obstructed at its point of origin (fig. | and 2). 
There was delayed emptying of this vessel, as shown in figure 2. 
An excretory urogram done 10 minutes after injection of dye 
showed excellent dye concentration, with normal caliceal and 
pelvic configuration. The ureters, where visualized, were of 
normal caliber. 

Operative Findings.—At surgery, examination revealed that 
the distal aorta was occluded and that the common iliac arteries, 
although compressible, might possibly contain a thrombotic 
process. No palpable pulse was felt in these vessels. The pulsatile 
pressure in the left renal artery was very low, and the color of 
the left renal vein was darker than is usual. A thromboen- 
darterectomy was performed as described by one of us (N. FE. 
F.) and Gilfillan,’ from the level slightly above the renal 
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arteries down to the bifurcation of the aorta and into both com- 
mon iliacs, and to the bifurcation of the left iliac into the internal 
and external arteries. The aorta contained an old thrombus with 
necrotic and black material. The same type of thrombus was 
found in the proximal portion of the common iliac arteries, but 
in the distal portion a more organized type of thrombus was 
found. These were dissected out so that a free flow of blood 
could be obtained from the internal and external iliacs. The 
thrombotic process was found to extend up to the region involv- 


Fig. 2.—Preoperative aortogram taken seven seconds after dye injection. 
showing delayed emptying of left renal artery. 


ing the left renal artery and partially and minimally involving 
the right renal artery. The obstructive thrombus at the origin 
and in the proximal centimeter of the left renal artery was re- 
moved by blunt curettage without opening the renal artery, and 
its patency was restored. The aortic thrombus occluded the right 
renal artery to only a very minimal degree. The incised vessels 
were closed, their patency restored, and it was found that good 
blood flow was restored to both iliac arteries and the remaining 
branches of the abdominal aorta, including excellent flow to 
both kidneys, with significantly increased flow to the left renal 
artery and increasing pink color to the blood in the left renal 
vein. The postoperative diagnosis was that of obliterative 
thromboarteritis with occlusion of the abdominal aorta extend- 
ing from the renal arteries down to the bifurcation and into both 
common iliac arteries, and down to the bifurcation of the left 
iliac artery into its internal and external iliac branches. The 
thrombotic process involved both renal arteries, with partial 
occlusion of the right to only a minimal degree, with almost 
complete occlusion of the left renal artery, and with occlusion 
of the inferior mesenteric artery. 

Postoperative Findings.—The patient's blood pressure re- 
mained at approximately, or very slightly below, the pre- 
operative levels until the end of the first postoperative day, when 
the blood pressure consistently remained at approximately 160 
mm. Hg systolic and 100 mm. Hg diastolic. By the second post- 
operative day the average blood pressure was 130/84 mm. Hg. 
and by the third postoperative day, 126/78 mm. Hg. During the 
20 day postoperative period while the patient was in the hospital 
the average blood pressure was approximately 128/80 mm. Hg. 
The Addis count repeated two weeks after surgery showed a 
specific gravity of 1.026, total volume of 590 cc., 250,000 casts, 
4 million white blood cells. and only a faint trace of albumin. 
The postoperative course was uneventful except for the develop- 
ment of an incisional hernia at the upper end of the wound, 
which was repaired approximately 17 months later with good 
results. Since surgery the patient has had no complaints referable 
to vascular insufficiency, and states that he can walk or climb 
stairs indefinitely. His blood pressure has been maintained at an 
almost constant level of approximately 120/76 mm. Hg, with 
less than 5% deviation in either direction for the follow-up 
period of 24 months. There are good pulsations in the abdominal 
aorta and in both iliac arteries. There is a good pulsation in the 
right femoral artery, but the left is weak. There are good 
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posterior tibial and dorsal pedal pulses on the right, but they are 
weaker on the left. The calves have developed to normal pro- 
portions and are of equal diameter. An aortogram done two 
years after th b larterectomy (fig. 3) showed good filling 
of the entire abdominal aorta, both common iliac arteries, and 
both renal arteries. The preoperative stenosis in the left renal 
artery was no longer seen. 


COMMENT 

By means of aortography done by injection of an intra- 
venous radio-opaque medium, it is possible to visualize 
clearly the aortic tree and almost all of its significant 
branches distal to the level of injection. Where hyper- 
tension exists due to unexplainable causes, one may 
suspect the existence of a unilateral renal lesion as a 
cause and do the usual diagnostic procedures such as 
intravenous urography and retrograde renal studies. In 
partial renal arterial occlusion these studies may be nor- 
mal or, if abnormal, not indicative of a distinct uni- 
lateral renal lesion that could account for hypertension. 
Aortography may show atheromatous plaques or throm- 
botic occlusion of the renal arteries when the urographic 
picture and renal function tests are normal. It seems that 
when hypertension and other evidence of arterial insuf- 
ficiency, particularly in the lower extremities, are found 
and no explanation can be made for the hypertension, 
particularly if it is of recent origin, aortography will be 
an aid in diagnosis. An adjunct film made after aortog- 
raphy may give one an excretory urogram if any of the 
renal excreted dyes (iodopyracet, sodium acetrizoate, 
etc.) are used for the aortograms. The use of the rapid 
cassette changer described by one of us (N. E. F.) and 
others ‘ gave four or five satisfactory films of the abdom- 
inal aorta from the level of injection above the renal ar- 
teries to below the common iliac bifurcation and the 
major branches and anastomoses in this area. 

The reduction in blood pressure observed immediately 
following the surgery described has persisted for over 
24 months, the follow-up period, and is attributed to the 


Fig. 3.—Aortogram made two years after operation, showing complete 
filling of aorta, both iliac arteries, and renal arteries. 


increased blood flow to the affected kidney and reversal 
of Goldblatt hypertension. A review of our records in 20 
consecutive thromboendarterectomies of the abdominal 
aorta and common iliac arteries, in which the renal 
arteries were not involved or operated on, gave no 
appreciable change in the patient's blood pressure from 
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the preoperative levels. In aortography for visualization 
of an aorta thought to be the site of aortic or common 
iliac occlusion, it is not uncommon to see thrombotic 
obstruction at the origin of the renal arteries, with nar- 
rowing of the lumen of the renal arteries. 

Thromboendarterectomy was first described by Dos 
Santos * at the Congress of London in 1947. Arnulf,® in 
his classical monograph on surgery of arteries, published 
in 1950, has given an excellent review of the experience 
of the French surgeons in the performance of this opera- 
tion. The operation is possible, as he has pointed out, 
because of the existence of a line of cleavage between 
the thrombotic material and the viable arterial wall. This 
line of cleavage apparently is just within the internal elas- 
tic membrane. After removal of the thrombus, plus 
the intima and part of the media, sufficient viable arterial 
wall remains to permit closure with restoration of the 
lumen of the artery. Thromboendarterectomy may be an 
alternative to nephrectomy where a renal artery oc- 
clusion occurs close to its origin from the aorta. The 
literature discloses numerous reports of exactly this set 
of circumstances treated by nephrectomy. Cornwell ™ re- 
ports a case of hypertension due to occlusion of the renal 
artery cured by nephrectomy. Another author ‘ tells of an 
0.8 cm. occlusion of a renal artery near its origin at the 
aorta with normal architecture of the affected kidney in 
all respects, with hypertension. Others * describe cases 
of hypertension with similar circumstances that perhaps 
could have been treated with thromboendarterectomy in- 
stead of nephrectomy with equally good results. 

SUMMARY 

In a case of marked hypertension due to partial oc- 
clusion of a renal artery, treatment by thromboendarter- 
ectomy was followed by a prompt return of blood pres- 
sure to normal levels and maintenance of these levels 
during a follow-up period of 24 months. On this basis, in 
selected cases of hypertension with renal artery occlusion 
by arteriosclerotic narrowing of the orifice of the renal 
artery or arteriosclerotic thrombosis of the aorta at the 
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(March) 1951. Leiter, L.: Unusual Hypertensive Renal Disease: Occlusion 
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The Patient Must Not Be Neglected.—A physician is free to 
choose whom he will serve. He should, however, respond to any 
request for his assistance in an emergency or whenever temperate 
public opinion expects the service. Once having undertaken a 
case, the physician should not neglect the patient, nor should he 
withdraw from the case without giving notice to the patient, his 
relatives or his responsible friends sufficiently long in advance 
of his withdrawal to allow them to secure another medical 
attendant.—Principles of Medical Ethics of the American Medi- 
cal Association, chapter 2, section 4, June, 1954. 


THE UROFLOMETER IN THE STUDY OF 
BLADDER NECK OBSTRUCTIONS 


Willard M. Drake Jr., M.D., Camden, N. J. 


Observation that the size and force of the urinary 
stream are diminished in certain urologic conditions 
dates back many years. In 1932 Ballenger suggested 
that by periodically measuring the maximum distance 
from his feet that a man with a full bladder could eject 
his urine one might follow the effect of an enlarging 
prostate. Rose, Denny-Brown, Robertson, Langworthy, 
Kolb, and Lewis have studied by cystometric means the 
normal and abnormal physiology of the detrusor urinae 
muscle. Simons has likewise studied the physiology of 
both the internal and the external sphincters of the 
urethra. In 1940 Sigematu of Japan ' published a report 
on measuring the urinary flow by the use of a “slit-flow- 
clock” apparatus. Correlation between volume and time 
was not made. He expressed the opinion that the pro- 
cedure was of little diagnostic value. Apparatus for meas- 
uring the minute volume of the urinary flow with a 
turbine or propeller were discarded because of their in- 
ertia and resistance and because the error resulting from 
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Pig. 1.—Curve produced by weighing urine as passed. 


a small stream of high velocity and a large stream of low 
velocity gave the same reading. This led to the idea of 
an apparatus that would weigh the urine as passed. 

The results of this study appeared in the Journal of 
Urology, April, 1948. A simple spring balance with an 
inked pen was rigged to record the increasing weight of 
the urine with time (in second intervals) simultaneously 
on a kymograph. Figure | is an illustration of the curve 
produced. The kymograph paper is calibrated in 100 cc. 
intervals. By drawing a line tangent to any segment of 
the uroflogram and referring the points of intersection 
with the calibration lines to the time line one can deter- 
mine the number of seconds required to pass 100 cc. of 
urine at the rate represented by that particular part of the 
line. Thus the steepest portion of the curve illustrated 
occurs between the 50 and 100 cc. marks. The line b-y 
represents this portion of curve. These points referred to 
the time line are at b and b’. Urine voided at this rate 
represents 33 cc. per second. 


Read in the Symposium on the Prostate before the Section on Urology 
at the 10}rd Annual Meeting of the American Medical Association, San 
Francisco, June 23, 1954. 


1. Sigematu, S.: Uber das urinogram, Hihu-to-Hitunyo §: 42, 1940. 
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The table records a study of the voiding curves of 155 
supposedly normal males. It is observed that for vol- 
umes 200 cc. and over both the mean and average max- 
imum rates are well above 20 cc. per second. Thus 20 
cc. per second was taken empirically as the low normal 
maximum velocity for a void of 200 cc. or more. In the 
original article curves from patients suffering from pros- 
tatic obstruction, stricture, and neurogenic bladder 


Fig. 2.—Simplified uroflometer. 


showing maximum rates as low as 4 cc. per second are 
illustrated. Post-treatment and postoperative curves 
show return to maximum rates above 20 cc. per second. 
From these and many other studies it was concluded that 
this method of study is a valuable tool in determining 
the bladder-urethral function. Of particular merit is the 
fact that this study does not require the passage of an 
instrument, with the dangers inherent in such passage. 


Maximum Rates of Voiding Curves of 155 Supposedly 
Normal Males 


No. of High, Mean, Low, Average, 


«(harts Volume te. See. Ce. See. Ce. See. Ce. See 


Because of the complicated apparatus and the calcu- 
lations required to obtain the maximum rate of flow, this 
apparatus seemed quite unsuited to general office use. 
A small, easily cleaned, unbreakable, and professional- 
appearing instrument with no or a minimum of moving 
parts and few or no calculations was required. A sim- 
plified uroflometer resulted (fig. 2). It consists of two 
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half cylinders of plastic. The smaller, into which the pa- 
tient voids, is a weir and is mounted above the larger, 
which contains five chambers. The weir has five openings 
so constructed that flows of urine up to 5 cc. per second 
are discharged through opening A into chamber A’; flows 
up to 10 cc. per second through openings A and B into 
chambers A’ and B’; flows up to 15 cc. per second 
through openings A, B, and C into chambers A’, B’, and 
C’; flows up to 20 cc. per second through openings A, 
B, C, and D into chambers A’, B’, C’, and D’; and flows 
in excess of 20 cc. per second through all five openings 
into all five chambers. A specimen of less than 200 cc. 
is not reliable. Abnormality is indicated by failure of the 
patient to get urine in all chambers. The instrument is 
particularly useful in patients suffering from frequency 
without enlargement of the prostate as determined by 
rectal examination. From the patient’s viewpoint the 
instrument is objective and not objectionable and causes 
no psychic or emotional stress. If either the patient or 
the physician is not convinced of the abnormality shown, 
repeated tests may be made either in the physician's 
office or in the patient's home. Consistent voiding of 
less than 200 cc. is as indicative of abnormality as a low 
reading per se. 
406 Cooper St. 
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AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
rd the Americ an Medical Association for inclusion in New and 

Remedies. A copy of the rules on which the Council 
de its action will be sent on application. 
R. T. Stormont, M.D., Secretary. 


p-Aminosalicylic Acid (See New and Nonofficial Remedies 1954, 
p. 91). 
The Panray Corporation, New York. 

Tablets Parasal 0.5 gm. Buffered with 11.5°% cal- 
cium carbonate and 7.7% dihydroxy aluminum aminoacetate. 
U. S. trademark $37, 496. 


Bacitracin (See New and Nonofficial Remedies 1954, p. 127). 
The Upjohn Company, Kalamazoo, Mich. 

Powder Bacitracin (Topical or Intramuscular): Vials. Each 
vial contains the equivalent of 2,000, 10,000, or 50,000 units of 
bacitracin. 
Cyclopentamine Hydrochloride (See New and Nonofficial Reme- 
dies 1954, p. 217). 

Eli Lilly & Company, Indianapolis. 

Topical Solution Clopane Hydrochloride 0.5%: 15 cc. bottles. 
An isotonic solution containing § mg. of cyclopentamine hydro- 
chloride in each cubic centimeter. Preserved with phenylmercuric 
nitrate 1:50,000. 


S.P. (See New and Nonofficial Remedies 
1954, p. 415). 
Rexall Drug Company, Los Angeles. 
Tablets Diethylstilbestrol: 5 mg. 
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— (See New and Nonofficial Remedies 1954, 
p. $53). 
The Evron Company, Inc., Chicago. 

Tablets Folic Acid: § mg. 


Hexamethonium Chloride (See New and Nonofficial Remedies 
1954, p. 280). 
Hexagon Laboratories, Inc., New York. 

Powder Hexamethonium Chloride: Bulk; for manufacturing 
use. 

E. R. Squibb & Sons, Division of Mathieson Chemical Cor- 
poration, New York. 

Solution Bistrium Chloride: 10 cc. vials. A solution containing 
0.135 gm. of hexamethonium chloride (0.1 gm. of hexametho- 
nium ion) in each cubic centimeter. Preserved with 0.9% benzyl 
alcohol. 


(See New and Nonofficial Remedies 1954, 
p. 395). 
Pfizer Laboratories, Division of Chas. Pfizer & Co., Inc., Brook- 
lyn, N. Y. 

Ointment Cortril: 5 and 14.2 gm. tubes. An ointment con- 
taining either 10 mg. or 25 mg. (5 gm. tube size only) of hydro- 
cortisone in each gram. Preserved with 0.18% methylparaben 
and 0.002% propylparaben. U. S. patent 2,658,023. 

Sharp & Dohme, Division of Merck & Co., Inc., Philadelphia. 

Lotion Hydrocortone: 88.7 cc. bottles. A lotion containing 
10 mg. of hydrocortisone in cach gram. Preserved with 0.15% 
sodium methyl! p-hydroxybenzoate. 

Ointment Hydrocortone: § gm. tubes. An ointment contain- 
ing 10 or 25 mg. of hydrocortisone in each gram. 


Procaine (See Tut Aug. 21, 1954, 
p. 1496). 
Eli Lilly & Company, Indianapolis. 

Solution Dicurin Procaine: 2 cc. ampuls. A solution containing 
0.1 gm. of merethoxylline as the procaine salt (equivalent to 
39.3 mg. of mercury) and SO mg. of theophylline in cach cubic 
centimeter. Preserved with 0.5% chlorobutanol. 


Procaine Penicillin G-U.S.P. (See New and Nonofficial Reme- 
dies 1954, p. 153). 
The Vitarine Company, Inc. New York. 

Aqueous Suspension Procaine Penicillin G with Procaine 
Hydrochloride 2% : 10 cc. vials. A suspension containing 300,000 
units of procaine penicillin G and 20 mg. of procaine hydro- 
chloride in each cubic centimeter. Preserved with 0.18% methy!- 
paraben and 0.02% propylparaben. 

Procaine Penicillin G in Oil: 10 cc. vials. 300,000 units in 
each cubic centimeter of sesame oil with 2° aluminum mono- 
Stearate. 


Maleate (See New and Nonofficial Remedies 
1954, p. 14). 
Schering Corporation, Bloomfield, N. J. 
Tablets Trimeton Maleate: 37.5 mg. (equivalent to 25 meg. 
of prophenpyridamine). U. S. patent 2,567,245. U. S. trade- 
mark 509,760. 


Testosterone C 
Remedies 1954, p. 445). 
The Upjohn Company, Kalamazoo, Mich. 

Solution Depo-Testosterone Cyclopentylpropionate: cc. 
vials. A solution in cottonseed oil containing 0.1 gm. of tes- 
tosterone cyclopentylpropionate in cach cubic centimeter. Pre- 
served with 0.5% chlorobutanol. 


Testosterone Propionate-U.S.P. (See New and Nonofficial Reme- 
dies 1954, p. 446). 
Testagar & Company, Inc., Detroit. 

Solution Testosterone Propionate in Oil with Benzyl Alcohol 
10%: 10 cc. vials. A solution in sesame oil containing 0.1 gm. 
of testosterone propionate in each cubic centimeter. 
with 0.5% chlorobutanol. 


(See New and Nonofficial 
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Thiamine S.P. (See New and Nonofficial 
Remedies 1954, p. 563). 
J. B. Roerig & Company, Chicago. 

Solution Thiamine Hydrochloride: 10 cc. vials. A solution 
containing 10 mg. of thiamine hydrochloride in each cubic centi- 
meter. Preserved with 0.35% chlorobutanol. 

Success Chemical Company, Inc., Brooklyn, N. Y. 

Tablets Thiamine Hydrochloride: 10 mg. 


——E (See THe Journat, Sept. 4, 1954, p. 


Ayerst Laboratories, Inc., New York. 


Trilene: 15 cc. tubes. Each tube contains 15 cc. of trichloro- 
ethylene. 
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Because of wide interest in sodium-restricted diets, a commit- 
tee consisting of C. 8. Davidson, M.D., chairman, L. E. Clifcorn, 
P. A. Clifford, G. 3. Gabuzda, M.D., and Corinne Robinson 
prepared a report sponsored jointly by the Food and Nutrition 
Board of the National Research Council and the Council on 
Foods and Nutrition. The complete report, entitled “Sodium 
Restricted Diets: The Rationale, Complications, and Practical 
Aspects of Their Use,” will be published later as Publication 325 
of the National Research Council. Portions of particular interest 
to physicians will appear in THt Journat, and portions of special 
interest to the American Dietetic Association (“Planning Sodium 
Restricted Diets,” “Sources of Sodium,” and tables giving the 
sodium content of foods) will be published in the official pub- 
lication of that group. 

This is the first in a series of three sections that will appear 
in THe JouRNAL. 

James R. Witson, M.D., Secretary. 


SODIUM-RESTRICTED DIETS 


The Rationale, Complications, and Practical 
Aspects of Their Use 


EXPLANATION OF TERMS 

Sodium is an element that exists in food only in association 
with other elements. For example, in common salt sodium is 
combined with chlorine to form the chemical compound sodium 
chloride. Among other examples of sodium compounds are 
sodium bicarbonate (baking soda), sodium hydroxide (used for 
peeling certain fruits and vegetables and preparing ripe olives 
and hominy), and sodium benzoate (a preservative). Equal 
weights of different sodium compounds do not contain equal 
weights of sodium, therefore all references must be made to 
sodium, and such terms as salt, sodium chloride, and sodium 
bicarbonate should not be used. With respect to sodium chloride, 
$8.5 gm. or one “gram-molecule” is composed of 23 gm. of 
sodium (one “gram-atom”™) and 35.5 gm. chlorine (chloride) (one 
gram-atom). One gram-molecule of other sodium compounds, 
e. g., sodium benzoate, 144 gm., and sodium bicarbonate, 84 gm., 
likewise contains 23 gm. of sodium. The equivalent weight of 
sodium is the same as the gram-atomic weight. The milli- 
molecular weight (mM.) and milliequivalent weight (mEq.) are 
one-thousandth of the (gram) molecular weight and the equiva- 
lent weight respectively. 

1 mEq. of sodium = 2 me. 


To derive the sodium content in milliequivalents, divide the 
weight of sodium in milligrams by 23; for example, if the sodium 
content of milk is 50 mg. per 100 gm., or about 500 mg. per 
liter, the mEg. weight is ~ , or about 22 mEq. per liter. The 
following conversion tables further illustrate these points and 
may be useful. 
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1,000 me. (1 em.) of sodium = 435 mEq. 


6 me. of sodium = 4.35 mEq. 
me. of sodium = 6.44 
me. of sodium mEq. 
10 mEq. of sodium = 2,306 me. (2.5 gm.) 
mEq. of sodium = me. 
ImEq. of sodium = me 


Te 000 
em. of sodium chloride = ——— = 171 mEq. of sodiam chloride, 
sodium, or chloride 


1 em. of sodiam chloride — 17.1 mEq. of sodium chloride, sodium, 
or chloride 

To convert a specified weight of sodium chloride to sodium, 
multiply by 0.393, ¢. g., 10 gm. of sodium chloride contain 
3.93 gm. of sodium. 

INTRODUCTION 

The popularity of sodium-restricted diets has increased greatly 
in recent years because of increased knowledge about the sodium 
content of foods, the availability of improved methods for the 
determination of sodium in blood, urine, and foods, and the 
therapeutic usefulness of sodium restriction in congestive heart 
failure. cirrhosis of the liver, hypertensive disease, certain dis- 
eases of the kidneys, and the toxemias of pregnancy. This report 
is designed to consider the physiological principles involved in 
the use of sodium-restricted diets, evidence regarding their 
effectiveness and possible harm in treating disease, and their 
planning and administration. The foods composing a sodium- 
restricted diet may: (1) contain only small to moderate amounts 
of sodium naturally, (2) be prepared especially for this purpose 
by not adding sodium during manufacture or by removing 
naturally occurring sodium, or (3) be processed by standard 
methods and also furnish only small quantities of sodium. The 
sodium content of these natural and processed foods must be 
accurately known so that physician, dietitian, and patient can 
determine the appropriate choice of foods to insure a sodium 
intake within a prescribed diet. For this reason, comments and 
tables concerning the sodium content of foods and other ingesta 
are included. These tables also indicate the extent of our know!l- 
edge and point to the necessity for many more analyses. 

The nomenclature commonly used in describing the sodium 
content of dicts and of foods sometimes is confusing and often 
is nonspecific. As sodium alone is the concern and occurs in 
many forms other than sodium chloride, the term “salt” should 
not be used in describing foods or diets. The terms “low-salt 
diet,” “salt-poor diet.” or “salt-free food” are indefinite or even 
inaccurate and should be avoided. The dict should be referred 
to as “sodium-restricted” and the foods as “reduced in sodium 
content™ or “packed without added sodium.” The generic term 
“low-sodium * is also indefinite but may be replaced by 
these more accurate terms slowly, since it has had long usage. 

The sodium content of a food, dict. or body fluid may be 
expressed in terms of weight (milligrams |mg.| or grams |gm.}) 
per unit of weight or volume or in terms of chemical equivalents 
(milliequivelents |mFq.!) (see Explanation of Terms). The re- 
search worker and sometimes the physician may refer to milli- 
equivalents, but for most purposes milligrams or grams will 
be satisfactory and best understood. The weight in milligrams 
must refer to sodium, not to sodium chloride, salt, or chloride, 
because sodium is the item of consequence, and a great differ- 
ence exists between the weights of physiologically and chemically 
equivalent amounts of sodium salt, sodium chloride, sodium 
bicarbonate, or other sodium compounds added to food (see 
Explanation of Terms). To avoid confusion and increase ac- 
curacy, all references should be to sodium in milligrams per 
100 gm.. portion, or 100 cc., unless for scientific purposes the 
term millicquivalent is used. The labeling requirements estab- 
lished by the Food and Drug Administration are as follows: 

“If a food purports to be or is represented for special dietary 
use by man by reason of its use as a means of regulating the 
intake of sodium or salt (sodium chloride), the label shall bear 
a statement of the number of milligrams of sodium in 100 grams 
of the food and a statement of the number of milligrams of 
sodium in an average serving of the food. The average serving 


1. Robinson, C. H.: The Restricted Sodium Diet—A Survey of Prob- 
lems in Planning and Administration, J. Am. Dictet. A. 27: 1075, 1951. 
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shall be expressed in terms of a convenient unit or units of such 
food or a convenient unit of measure that can be readily under- 
stood and utilized by purchasers of such food. For example, an 
average serving might be expressed in terms of a number of 
slices, cookies, wafers, etc., or in terms of cupfuls, tablespoon- 
fuls, teaspoonfuls, etc.” (Federal Register, July 1, 1954; 19 FR. 
3999 

Perhaps any level less than the usual intake of sodium could 
be considered “low” but may not be necessarily restricted 
enough to bring about a desirable response in the patient. A 
study of diet manuals in use throughout the country has shown 
that so-called low-sodium diets varied in their estimated sodium 
content from 160 mg. to 1,000 mg. per day or more.’ Thus, 
the physician who prescribes a low-sodium diet without indi- 
cating the quantity of sodium required daily might find the 
program quite effective in a hospital using the lower level, but 
wholly without benefit to his patients in another hospital in 
which the higher sodium level is employed. Harmful results may 
follow the restriction of sodium intake, and these may become 
more widespread as restriction becomes more rigid and more 
frequently used. Most normal persons can withstand severe 
sodium restriction without ill-effects because the body has re- 
markably effective means of conserving sodium. These mecha- 
nisms of conservation may become impaired, in which case 
sodium restriction might be harmful. For this reason, restriction 
of sodium intake should not be undertaken or continued without 
a physician's recommendation and frequent evaluation. The 
complications and contraindications to sodium restriction are 
discussed in more detail in section 3. 


NORMAL PHYSIOLOGY OF SODIUM METABOLISM 

Sedium Intake and Excretion—Normally, the quantity of 
sodium excreted daily equals the quantity of sodium ingested, 
so that a state of sodium balance prevails. Sodium is ingested 
as it occurs in food and as sodium chloride or other sodium 
salts added to food for palatability or preservation. In this way, 
the sodium intake is partly determined by taste and custom. In 
the United States, the daily sodium intake is usually about 3 to 
6 gm. per person per day. The Japanese often consume 10 to 15 
em. daily, partly from soya sauce. The sodium ingested is rapidly 
absorbed from the gastrointestinal tract and distributed through- 
out the fluid surrounding the body cells (extracellular fluid). The 
rapid excretion of sodium after its ingestion permits the main- 
tenance of a constant body composition. The primary sites of 
sodium excretion are the urine, sweat, and feces, the urinary 
excretion being by far the greatest. Sweat losses are variable, 
depending on such factors as environmental temperature, hu- 
midity, and body heat, but are usually small in quantity. In the 
absence of diarrhea, the losses of sodium in feces are small! and 
change little in spite of marked variations in sodium intake. 
The ability of the lower small intestine and the colon to absorb 
large quantities of sodium and water accounts for this. Within 
the small intestine a constant exchange of sodium takes place, 
because sodium is being absorbed while it is being excreted in 
saliva, bile, pancreatic juice, and other intestinal secretions. 

Sodium Distribution in the Body.—About $5 to 65% of man’s 
body weight is water. The percentage of body weight that is 
water depends in part on the degree of leanness or fatness. The 
leaner the body, the greater the percentage of water it contains. 
Thus, approximately 68 to 75% of fat-free weight is water in 
a body containing 15% fat. Forty to 45% of body weight is 
water contained within the cells (intracellular water), and 15 
to 20% is water located cxtracellularly. Three-fourths of the 
latter consists of interstitial fluid (bathing the cells), and one- 
fourth is contained within the blood vessels as plasma. The 
quantitative relationships of electrolytes and water in the cir- 
culating plasma are largely responsible for controlling the 
mechanisms of sodium and water excretion, and, contrariwise, 
they are precisely controlled by these mechanisms. Potassium 
is the cation present in gre test concentration in the intracellular 
fluid. Sodium is the cation present in greatest concentration in 
the extracellular fluid, although it is also found within the cells 
and in bone. Of the anions, phosphate is primarily intracellular 
while chloride is exclusively extracellular. Extracellular water 
contains about 142 mEq. of sodium per liter. Thus, the total 
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quantity of sodium contained in the extracellular fluid in a 
man weighing 70 kg. would amount to about 1,500 mEq., or 
34,500 mg. 

Function of Sodium.—The sodium in the extracellular fluid 
Participates in maintaining osmotic equilibrium (water balance) 
between the solutes of the extracellular fluid and the solutes 
contained within the cells. Fluctuations from osmotic equi- 
librium may have dire results on the functional capacity and 
the viability of the cells. Through its function as a buffer base 
in conjunction with bicarbonate and phosphate, sodium also 
helps maintain the pH of blood within normal limits. Other 
functions of sodium, alone or in relation to other extracellular 
ions, are concerned with conduction of nervous impulses, muscle 
contractility, and especially control of heart muscle conduction 
and contractility. Sodium is intimately associated with the dis- 
position of water, since water is normally retained or excreted 
with this cation in quantities to maintain the tonicity of body 
fluids, although the specific mechanisms involved in the regula- 
tion of the excretion of sodium and water are not identical. 
Homeostatic mechanisms operate to conserve cither water or 
sodium, depending on the relative excess or deficiency of these 
materials ingested. These mechanisms are so regulated that 
within a wide range of intakes of sodium and water their con- 
centration and quantity in the body remain almost constant, and 
fluctuations from this state of constancy that occur in certain 
disease states, even though small compared with total body 
content of sodium and water, may result in distressing symptoms 
or disturbances in cellular function. 

Renal Excretion of Sodium.—Since sodium is closely related 
to other extracellular and intracellular ions and to water, it is 
difficult to consider independently the factors regulating sodium 
metabolism. Nevertheless, the following discussion will be 
limited to the regulation of sodium retention and excretion, with 
the full realization that some oversimplifications have been 
made 


Sodium is brought to the kidney by the circulating blood 
plasma. The volume of blood plasma passing through the kidney 
per minute is large, being estimated at 740 cc. (1,300 cc. of 
whole blood). Of this, about 125 cc. of protein-free fluid passes 
through the glomerular membrane, presumably by ultrafiltration. 
During 24 hours, the volume of glomerular filtrate will amount 
to about 180 liters. Since the usual daily volume of urine is from 
1 to 2 liters in an adult, almost all of the fluid in the glomerular 
filtrate is reabsorbed as it passes through the kidney tubules 
after leaving the glomeruli. The reabsorbed fluid is returned to 
the circulating blood. The glomerular filtrate contains water 
and solutes, including sodium, in nearly the same concentrations 
as are found in plasma (142 mEq. per liter), which means that 
the quantity of sodium filtered daily is of the magnitude of 588 
gm., or 25,560 mEq. (142 mEq. per liter « 180 liters). A normal 
adult ingesting daily a diet containing slightly over 100 mEq. 
will have daily about 100 mEq. (2,300 mg.) of sodium in the 
urine. This means that 25,460 mEq. of sodium, or 99.6% of 
that filtered through the glomeruli, have been reabsorbed by the 
tubules. On the other hand, a normal adult whose diet has been 
rigidly restricted in sodium for several days may excrete 5 mEq. 
or less of sodium in the urine daily. In this situation 99.98% 
of the filtered sodium has been reabsorbed, assuming a constant 
plasma sodium concentration and no significant change in 
glomerular filtration attributable to sodium restriction. 

The quantity of sodium excreted into the urine (not reabsorbed 
by the renal tubules) depeads on the body need for sodium and, 
as we have seen, is precisely controlled by the kidney’s ability 
to alter minutely the percentage of the filtered sodium it retains 
by tubular reabsorption. If excess sodium is ingested without 
water, the kidney excretes urine with a high concentration of 
sodium. If the diet is restricted in sodium, the kidney is capable 
of elaborating urine with a low sodium concentration that 
maintains the concentration of sodium in the body fluids at 
normal. The ability of the kidneys to control sodium excretion 
rests with their capacity to retain, by tubular reabsorption, vari- 
able amounts of sodium as the situation may demand. 

The renal mechanism for the regulation of sodium excretion 
is influenced by certain hormones. For example, patients with 
deficient function of the adrenal cortex (Addison's disease) may 
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lose sodium in the urine in excess of intake and, if untreated, 
will suffer severe sodium depletion. The urinary wasting of 
sodium in this disease can be reversed by the administration of 
desoxycorticosterone acetate, a synthetic material with the 
activity of certain adrenal cortical hormones. The administration 
of desoxycorticosterone acetate to normal persons likewise re- 
sults in a decrease in the excretion of sodium in the urine and 
in the sweat. This hormone and others derived from the adrenal 
glands influence the renal tubular capacity to reabsorb sodium 
and also influence other organs concerned with sodium excretion, 
e. g.. the sweat glands and probably also the gastrointestinal 
tract. The anterior portion of the pituitary gland elaborates 
hormones that have a stimulatory effect upon other glands. The 
effect of one anterior pituitary hormone, corticotropin, is to 
stimulate the secretion of hormones by the adrenal cortex. 
Whether or not the salt-retaining hormones (desoxycorticosterone 
acetate and similar compounds) of the adrenal gland are among 
those influenced by pituitary activity is not established finally. 

The posterior portion of the pituitary gland elaborates an 
antidiuretic hormone whose primary action is to decrease the 
renal excretion of water by increasing water reabsorption from 
the kidney tubules. An increase in the osmotic pressure of the 
blood reaching osmoreceptors in or near the brain serves as a 
stimulus for secretion of the antidiuretic hormone by the pos- 
terior pituitary gland. In this way, the hormone contributes to 
the maintenance of normal body water content by allowing for 
water conservation in time of need and water excretion when 
excess is ingested. By regulating the quantity of water reabsorbed 
by the renal tubules, the concentration of solutes in the urine 
is also affected. The hormone has no significant effect on the 
quantity of sodium excreted in the urine, but only on its con- 
centration. 

Normal Response to Sodium Restriction.—A precise sequence 
of events ensues when a normal person ingesting a normal diet 
and not exposed to unusual environmental conditions or to 
limitation of water intake changes abruptly to a diet rigidly 
restricted in sodium (e. g., 230 mg. [10 mEq.| daily). During 
the first days of the sodium-restricted diet, urinary sodium ex- 
cretion rapidly and progressively decreases until about the fifth 
day, when the losses of sodium are small (115 mg. |S mEq.) or 
less daily) and relatively constant. Thus for a few days, more 
sodium is excreted than is ingested, and a negative balance of 
sodium exists, which disappears as maximum sodium conserva- 
tion is effected by the action of the renal regulatory mechanisms 
described above. The concentration of sodium in the sweat is 
likewise reduced by continued sodium deprivation. The quantity 
of sodium in gastrointestinal secretions may be reduced also, 
although this is not established; however, as noted above, changes 
in fecal excretion of sodium are of little significance because, 
even when usual quantities of sodium are ingested, little is 
excreted in this manner. During the initial period of negative 
sodium balance, the normal subject may lose | or 2 kg. of body 
weight, attributable to loss with the electrolyte of an appropriate 
amount of water. This is substantiated by a small rise in hemato- 
crit, reflecting a reduction in plasma volume. After the five or six 
days of dietary sodium restriction required for the body's regula- 
tory mechanisms to adjust to the change in the sodium content 
of the dict, stabilization of the urine and sweat sodium excretion, 
body weight, and hematocrit occurs. Were the regulatory mecha- 
nisms not to respond promptly and adequately to bring about 
this stabilization, death would undoubtedly result. All of the 
changes due to sodium restriction are reversed in from three to 
five days after the refeeding of sodium, at least after brief periods 
(10 days) of sodium restriction. The effects of prolonged dietary 
sodium chloride restriction in normal persons have not been 
investigated extensively. 

The preceding discussion has dealt with sodium metabolism in 
the normal person, which depends on the integrity and functional 
capacity of the kidney and certain of the endocrine glands. 
Diseases involving these organs may influence profoundly and 
adversely the sequence of events described. Even with the regu- 
lating mechanisms operating normally, sodium loss will result 
from prolonged vomiting, diarrhea, exposure to heat, continued 
profuse sweating, or the exudation of fluid from burned or other 
denuded areas. These abnormal losses of sodium must be con- 
sidered when sodium restriction is planned. 
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MEDICAL RECORD LIBRARIANS NEEDED 


Of the many professions necessary for the smooth 
functioning and steady advance of medicine today one 
of the least understood is that of medical record librar- 
ian. This person is not to be confused with the medical 
librarian, who works with the medical books and peri- 
odicals in a hospital, school, or research center. The 
record librarian is responsible among other things for 
the organization and management of the medical record 
department of a hospital; maintaining a disease and 
operation index, a patient index, and a physicians’ in- 
dex of clinical records; and observing the state medico- 
legal requirements regarding medical records. Although 
there are many advantages to this type of work the field 
is not overcrowded but rather there are fewer trained 
record librarians than there are vacancies. The advan- 
tages are pleasant surroundings, association with per- 
sons of high intelligence, good working hours, sufficient 
variety to prevent boredom, and a chance to use initia- 
tive. The pay varies with the hospital and the experience 
of the librarian. The daughters and sisters of many 
physicians have gone into this field and not only have 
found the work satisfying but also have brought a greater 
appreciation of their role to their father or brother. 

The record librarian can be of direct help to the pa- 
tients in a hospital by making sure that when a patient 
is readmitted his previous record is promptly made avail- 
able to the attending physician. 

Sometimes the librarian may do the patient a real 
service by calling to the attention of the physician late 
laboratory reports or a recording of a high blood pressure 
reading or other abnormality not considered in the final 
diagnosis that reach the record room after the patient has 
been discharged from the hospital. Medical record index- 
ing is of value for clinical research, which is absolutely 
dependent on carefully indexed records, and also for sta- 
tistical studies, which may reveal trends that, in turn may 
lead to better medical practice. 

1. Krebs, E. G.: Depression of Gamma Globulin in 
Due 10 Malnuriton, 3. Lab. & Clin. Med. 31: 83-89 Uan.) 1906. 

2. Harris, J. R., and Schick, B.: The Use of Gamma Globulin in 
Infection Refractory to Antibiotics, J. Mt. Sinai Hosp. 21: 140-161 


(Sept.-Oct.) 1954. 
3. Bruton, O. C.: Agammaglobulinemia, Pediatrics ®: 722-727 Uune) 


4. Bruton, O. C.; Apt, L.; Gitlin, D., and Janeway, C. A.: Absence 
of Scrum Gamma Gtobulies, reed before the Society 


J.A.M.A., Nov. 13, 1954 


The American Association of Medical Record Librar- 
ians, 510 N. Dearborn St., Chicago 19, IIL, can furnish 
details concerning schools for medical record librarians 
and other pertinent information to interested young men 
or women. Physicians who realize the need for more 
workers in this field can do much to encourage such 


young persons and inform them of the opportunities 
available. 


AGAMMAGLOBULINEMIA 


Studies during the past decade of the behavior of col- 
loid systems such as proteins received a marked impetus 
from the contributions of Tiselius of Uppsala and Theo- 
rell in Stockholm. The manufacturing of apparatus based 
on the ideas of Tiselius made it possible to apply the 

microscopic method of electrophoretic analysis of serum 
to biological and medical problems. Thus it was found 
that in disease accompanied by fever and tissue destruc- 
tion the concentration of the alpha globulin components 
is significantly increased and when an antigen-antibody 
system is involved the gamma globulin is found consider- 
ably elevated. 

Krebs ' in 1946 reported the case of a 15-year-old 
white girl with hypoproteinemia due to malnutrition. 
Electrophoretic studies of her plasma demonstrated a 
diminished gamma globulin fraction, which increased 
when the patient was placed on a high protein diet 
Harris and Schick * reported on a group of patients who 
had infections of the respiratory or gastrointestinal tract 
and who did not respond to antibiotics. When gamma 
globulin was administered the patients made a complete 
recovery. Bruton * in 1952 described ag 
emia as a definite clinical entity. His patient, a boy 8 
years old, who appeared to be normal in every respect, 
had 18 episodes of sepsis starting at the age of 4, 10 of 
which were caused by pneumococcus. Elect 
analysis of his serum revealed a consistent absence of 
gamma globulin. He was unable to produce antibodies 
for the pneumococcus after injection of four antigenic 
substances and had a positive Schick test in spite of nu- 
merous attempts to reverse it with diphtheria toxoid. No 
antibody could be demonstrated after administration of 
typhoid vaccine, and his serum was negative for com- 
plement-fixing antibodies of an epidemic parotitis after 
he had shown a typical clinical picture of that disease. 
Gamma globulin could be demonstrated in his serum 
after concentrated immune human serum globulin was 
administered subcutaneously, and its gradual disappear- 
ance could be followed by electrophoretic analysis over 
a period of six weeks. Administration of 3.2 gm. of 
gamma globulin at monthly intervals has kept this pa- 
tient free from infection. The next two patients reported 
on by Bruton * had a similar clinical picture. 

Janeway and co-workers ° in 1953 were able to collect 
a group of nine similar cases. The question whether 
ia is a congenital defect of the anti- 
body-forming tissues or is acquired has not been defi- 
nitely answered. Janeway hinted at the possibility of sex- 
linked inheritance suggested by the fact that so far all the 
clear-cut cases have been in males. He observed that 
while these children are susceptible to multiple recurring 
septic bacterial infections due to the common respiratory 


1952. 
Am. J. Dis. Child. 84: 632-633 (Nov.) 1952. 

5S. Janeway, C. A; Apt. L.. and Gitlin, D.: Agammagiobulinemia, 
Tr. A. Am. Physicians @4: 200-202 (May $) 1953. 
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pathogens they show a normal response to the common 
virus infections of childhood and to vaccination with vac- 
cinia virus. These patients failed to respond to artificial 
immunization with the production of circulating anti- 
bodies. The continuing administration of antibiotics has 
been only partially successful in preventing their recur- 
rent infections. On the other hand, the injection of 0.1 
gm. of pooled normal serum of gamma globulin per kilo- 
gram of body weight once a month has given them strik- 
ing protection. The basic difficulty, according to Janeway, 
is probably deficient synthesis rather than a greatly ac- 
celerated rate of destruction of gamma globulin. 

Several reports of similar cases have appeared in Ger- 
man medical literature. Lang and his co-workers * re- 
ported in 1954 0n a womanaged 29 who had had repeated 
infections of the middle ear and lungs since the age of 10. 
Electrophoretic studies of her serum demonstrated the 
absence of gamma globulin. Antibody formation was 
largely absent. She responded favorably to intramuscular 
injections of gamma globulin. Moncke * reported on a 
young man 16 years old with pneumococcus meningitis 
and a history of repeated septic infections. Electropho- 
retic examination of serum revealed complete absence of 
gamma globulin. The alpha globulin showed an increase 
in the amount characteristic of the inflammatory state. 
When gamma globulin was given to the patient he did 
not have any infection in the course of two months. 

In a recent communication Prasad and Koza * re- 
viewed the literature and defined ag lobuli 
as a syndrome featured by (a) a history of recurrent bac- 
terial infections; (b) absence of acquired antibodies; (c) 
lack of isohemagglutinins; (d) extremely low to absent 
gamma globulin, with total serum proteins within normal 
range; (¢) failure of long-term antibiotic therapy to fur- 
nish protection; and (f) response to protective injections 
of gamma globulin. Their patient was a woman 30 years 
old. The onset of recurrent bacterial infections in her case 
had begun at the age of 26. This would definitely indicate 
that her case is one of acquired type of agammaglobu- 
linemia. She also had generalized peripheral lymphad- 
enopathy, hepatomegaly, and splenomegaly in addi- 
tion to hemolytic anemia, which was relieved by 

y. The histological sections of the spleen and 
biopsy of a lymph node showed granu- 
loma formations, the significance of which, however, is 
not clear. 


CARDIAC AND NONCARDIAC CHEST PAIN 


Since chest pain is common in persons over 50 years 
of age, it is important to differentiate between that caused 
by coronary artery disease and that due to other causes. 
Certain differential criteria that have been emphasized 
in the past have been reexamined by various observers. 
Master and his associates * studied a series of 200 con- 
secutive patients with chest pain, half of whom had ab- 
normalities in their resting electrocardiogram. Of this 
group most were men over 50. The other half showed no 
abnormalities in their electrocardiogram or in a standard 
exercise test. Most of these were neurotic, and in none 
had heart disease developed in a subsequent four year 
follow-up. Most of this group also were men, and nearly 
half of them were over 50. 


After an analysis of subjective symptoms the authors 
concluded that, although a constrictive type of pain was 
observed in many patients with coronary artery dis- 
ease, it was absent in more than half of these and present 
in some members of the control group; that although the 
pain was substernal or precordial in many patients with 
heart disease it was similarly localized in almost as many 
patients in the control group; and that radiation of the 
pain was also not diagnostic. The onset of chest pain 
was related to effort in 91% (not 100% , as might be ex- 
pected) of the cardiac group but was also observed in 
34% of the noncardiac group. Glyceryl trinitrate (nitro- 
glycerin) gave no relief in 20% of the cardiac group but 
did relieve over one-third of the noncardiac group. Glyc- 
eryl trinitrate did, however, relieve the cardiac chest 
pains more promptly and more completely than it did 
the noncardiac chest pains. 

It is apparent from these findings that many patients 
with coronary artery disease do not present a textbook 
picture as regards their subjective symptoms and that in 
the noncardiac group there are many patients for whom 
a false diagnosis of coronary artery disease might be 
made on the basis of symptoms alone. Pains induced only 
by effort, emotions, or cold are almost always truly an- 
ginal. A detailed history of the characteristics of a chest 
pain will indicate the correct diagnosis in most cases, but 
in doubtful cases complete examinations and long ob- 
servation are necessary to arrive at a diagnosis. 


Y. W.C. A. CENTENNIAL 


In 1855 in London out of a concern for the spiritual 
and physical needs of young women in a society that was 
rapidly becoming industrialized Miss Emma Roberts 
and Mrs. Arthur Kincaid launched what has now be- 
come the Young Women’s Christian Association. It is 
the oldest women’s organization now in existence. In 
1858 the activities were extended to New York and 
since that time its growth has been rapid. Under its 
aegis are girls and women of every race, creed, color, 
and economic status. In the United States 75% of 
the members are under 25 years of age. The Y. W. C. A. 
pioneered in meeting the needs of young women for 
decent living quarters and decent work. Outgrowths of 
the movement include the National Travelers Aid As- 
sociation, women’s exchanges, day nurseries, the In- 
ternational Migration Service, the American Federa- 
tion of International Institutes, and the National Fed- 
eration of Business and Professional Women’s Clubs. 
In the United States alone there are 1,300 Y. W. C. A. 
units with a membership of 3 million, and the association 
has spread to 65 other countries. The achievements of 
this organization can set an example for others especially 
in the quiet fostering of Christian and democratic prin- 
ciples by means of which young persons are prepared to 
spot the falseness of totalitarian doctrines. 


6. Lang, N.; Schettler, G.. and Wildhack, R.: Uber einen Fall von 
Agammaglobulinamie” und des radio- 
im Serum, Klin. Wehnschr. 32: 
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8. Prasad, A. S.. and Koza, D. W.: Agammaglobulinemia, Ann. Int. 
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ORGANIZATION SECTION 


SEVENTH ANNUAL MEDICAL PUBLIC 
RELATIONS CONFERENCE 


Hotel Mec Allister, Miami 
Sunday, November 28, 1954 


PROGRAM 
REGISTRATION 
9 am... West Lobby 


TV FILM SCREENING 
10 a.m., Flagler Room 
Showing of “A Life to Save”—new A. M. A. film produced 
for use of state and local medical societies 


OPENING SESSION 
10:30 a.m., Flagler Room 
Chairman: Eowarp M.D., Jacksonville, Fla., Liaison 
for Public Relations, Board of Governors, Florida 
Medical Association 


Why We're Here 
Grorce F. Lut, M.D., Chicago, Secretary and General 
Manager, American Medical Association 
Keynote Address: Public Service Means Personal Sacrifice 
Fimer Hess, M.D., Eric, Pa., President-Elect, American 
Medical Association 


MEDICINE IN THE PUBLIC EYE 
11 Flagler Room 
Leo E. Brown, Chicago, Director of Public Relations, 
American Medical Association 
Presenting the “Basic Eight” (A. M. A.’s new County Society 
Public Relations Manual) 


BUFFET LUNCHEON 
12:15 p.m., Bayview Room 


WHAT ABOUT BUSINESS OFFICE CONSULTANTS? 
1:30 p.m., Flagler Room 
Chairman: Firoyp S. Winstow, M.D., Rochester, N. Y., 
Chairman, Public Relations Committee, State of New 
York Medical Society 
Panel discussion on how professional management and pro- 
fessional business bureaus can help a doctor's public 
relations 
Moderator: James O. Keitty, Milwaukee, Executive 
Secretary, Medical Society of Milwaukee County 
Pact Revenaucn, Chicago, Professional Business Manage- 
ment 
Grorce W. Stacie, M.D., Battle Creek, Mich., Councilor, 
Michigan State Medical Society 
A.ttson FE. Sxacos, Battle Creek, Mich., Professional 
Management 


WHY MAGAZINES WRITE ABOUT MEDICINE 
2:4 p.m., Flagler Room 
Dante. Micn, New York, Editorial Director, Look 


AFTER THE POLICY—WHAT?* 

3 p.m., Flagler Room 

Pane! discussion on state and local implementation of the 
A. M. A.’s policy on veterans’ medical care, followed by 
questions and discussion from audience 


* Presented in cooperation with Committee on Federal Medical Services, 
Council on Medical Service of the American Medical Association. 


Moderator: Russet B. Rom, M.D., Erie, Pa., Committee 
on Veterans’ Medical Affairs, Medical Society, State 
of Pennsylvania 

ROWLAND B. Kennepy, Jackson, Miss., Executive Secretary, 
Mississippi State Medical Association 

Rosert H. Baker, M.D., Pontiac, Mich., President, Michi- 
gan State Medical Society 

H. Granam, Oklahoma City, Executive Secretary, 
Oklahoma State Medical Association 

Hartwett Jomer, M.D., Gainesville, Ga., Chairman, 
Veterans Affairs Committee, Medical Association of 
Georgia 

TY PREVIEW: “NIGHT CALL” 

4 p.m.. Flagler Room 

Special preview showing of an impressive medical story to appear 
on Cavalcade of America over the ABC television network 

Tuesday, Dec. 7 


ADJOURNMENT 
4:30 p.m. 
RESOLUTIONS TO BE INTRODUCED 


AT MIAMI MEETING 


The Secretary of the Association has been informed that the 
following resolutions will be introduced in the House of Dele- 
gates at its sessions to be held in Miami, Nov. 29-Dec. 2, 1954, 
by delegates from West Virginia, Washington, and the Section 
on Experimental Medicine and Therapeutics, respectively: 


RESOLUTIONS ON AGREEMENTS BETWEEN PREPAYMENT 
PLANS AND ORGANIZED MEDICINE 

Wheatas, It has come to the attention of the Council of the West 
Virginia State Medical Association that an effort has been made by cer- 
tain occupational groups within a hospital and or medical prepayment 
insurance plan to obtain separate arrangements for their group with local 
— societics on matters of insurance, the setting of fee schedules, 

etc., without the counsel, consent, or even the knowledge of the persons 
responsible for the operation of the insurance plan; and 


Woeretas, It is the studied opinion of the Council that all agreements 
with reference to such matters should apply equally to, and include, all 
segments of the plan's insured population regardless of occupation or 
other classification: and 

Wueetas, It is our further opinion that all matters pertaining to the 
development of all arrangements between the various prepayment plans 
and organized medicine should be conducted solely between the authorized 
representatives of such a prepayment plan, and authorized representatives 
of organized medicine; therefore be it 


Resolved, By the Council of the West Virginia State Medical Asso- 
ciation that component societies should not attempt to make of enter into 
separate agreements or understandings with any sub-group, organization, 
or segment of an insurance population which would involve insurance 
cost, professional fees, or any other form of treatment that would pro- 
vide preferential consideration for only a part of the insured group, and 
be it further 


Resolved, That the West Virginia delegates to the American Medical 
Association be instructed to present this resolution to the American 
Medical Association House of Delegates at the next session with the 
request that the American Medical Association establish a policy on these 
and related matters at the national level. 


RESOLUTIONS ON STANDARDS OF NURSING EDUCATION 
Wheatas, There is a well-recognized shoriage of nurses to the extent 
that care of the sick is impaired; and 


Whereas, Certain accrediting bodies are changing the standards of 
nursing education to the point that some of the existing schools of nurs- 
ing, with creditable records of service, especially in smaller communities, 
can no longer qualify for accreditation and are therefore compelled to 
discontinue their training programs, therefore be it 


Resolved, That this House of Delegates express its concern over such 
alteration in standards of nursing education as may cause the closure of 
existing schools of nursing or further restrict the number of persons 
receiving training in the field of nursing, and be it further 


‘ 
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Resolved, That a copy of this resolution be sent to cach of the 
accrediting bodies; and be it further 

Resolved, That by this action, regular procedure, the Washing- 
ton State Medical Association petition the American Medical Association 
for appropriate action. 


RESOLUTION ON FINANCIAL COMPENSATION FOR 
SECTION SECRETARIES 
Wheatas, A most important activity of the American Medical Asso- 
ciation is the scientific program; and 
Wuertas, The quality of section programs is a reflection of the excel- 
lence of individual secretaries; and 


Woeneas, lt is difficult to secure secretaries of highest caliber because 
of the financial burden—attendance imposes financial hardship on secre- 
taries; and 


Wuertas, Officers, trustees, delegates, and others are paid for expenses 
incurred incidental to attendance at annua! meetings; now therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation instruct the Board of Trustees to compensate secretaries of sections 
of the Scientific Assembly, on request, for expenses incurred incidental to 
attendance at annual meetings. 


SUMMARY OF FEDERAL MEDICAL LEGISLATION 


— by the Washington Office of the American Medical 
Association 


The first session of the 83rd Congress convened Jan. 3, 1953. 
The House of Representatives adjourned the second session 
sine die Aug. 20, 1954. During these sessions of Congress, 16,470 
legislative measures were introduced in the Senate and House. 
All these measures were carefully screened for possible medical 
significance, and 407 were analyzed and reported by the Wash- 
ington Office of the American Medical Association. This is 157 
(60% ) more than were followed in the entire two-year sessions 
of the 82nd Congress. From the standpoint of the medical 
profession the 83rd Congress was thus a very active Congress. 
The chief legislative measures of medical interest are grouped 
and summarized briefly below 


Social Security and Public Assistance 

Numerically, the commonest measures of interest to phy- 
sicians were those dealing with social security and public 
assistance. There were 70 such measures. H. R. 9366, an ad- 
ministration bill introduced by Congressman Reed (R., N. Y.), 
became Public Law 761. This revised and extended social 
security coverage to include 10 million self-employed persons but 
did not force physicians under compulsory coverage. Both bene- 
fits and taxes were increased. The retirement test was liberalized 
to increase to $1,200 a year the amount that a retired person 
might earn without losing his pension rights. The age limit was 
lowered from 75 to 72, above which any amount may be earned 
without loss of pension rights. A provision waiving premiums 
on the income of the permanently and totally disabled was 
adopted. Congressman Reed (R., N. Y.) proposed H. Res. 243 
to authorize funds for the study of social security. This passed 
the House, as did H. Res. 91 (Reed, N. Y.), appropriating nec- 
essary funds; Senate concurrence is not necessary. 


Research and Aid Programs 

Research and aid programs were next in popularity, and $7 
such measures were proposed. There were 17 on vocational re- 
habilitation, of which the administration bill S$. 2759, intro- 
duced by Senator Smith of New Jersey and two other senators 
became Public Law 565 after considerable modification. This 
new law gives the states more assistance and responsibility for 
the rehabilitation programs, with the hope of increasing from 
60,000 to 200,000 by 1959 the number of disabled persons re- 
habilitated yearly. It provides also for training for rehabilitation 
specialists, increased research on conditions that result from 
handicaps, and new benefits for the blind. There were 16 meas- 
ures introduced to establish an independent federal agency for 
the handicapped, but none got beyond the hearing stage. Hear- 
ings were held also on one of five measures on air pollution, 
but no further action was taken. The administration measure 
to amend the federal grant provisions of the Public Health Serv- 
ice Act, H. R. 7397 (Wolverton, N. J.), and §. 2778 (Smith, 
{R., N. J.) and three other senators) failed to be enacted, al- 
though the Wolverton measure passed the House and hearings 
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were held in the Senate. In the field of cancer five special meas- 
ures were . but no further action was taken. Problems 
of the aged were the subject of six measures introduced; leprosy, 
two measures; and poliomyelitis, rabies, silicosis, and epilepsy, 
one each, but no further action was taken on these. 


Veterans 

The third most popular type of legislation was that concern- 
ing veterans. Fifty-two measures, some of them duplicates, were 
introduced in this field, three of which passed. H. R. 5636 (Rad- 
wan, R., N. Y.) became Public Law 241. This measure was 
identical with H. R. 46 (Rogers, R., Mass.) and H. R. 310 
(McDonough, R., Calif.). This increases the presumption of 
service connection for all types of tuberculosis to three years 
after discharge from the service. H. R. 8044 (Rogers, R., Mass.), 
grants-in-aid to the Philippines for treatment of Philippine 
veterans, became Public Law 421. H. Res. 34 (Rogers, R., Mass.) 
with an appropriation of $50,000 (H. Res. 168) was voted by 
the House to authorize the House Veterans’ Affairs Committee 
to investigate “the VA with a particular view to determine the 
efficiency of the administration and operations of Veterans 
Administration installations.” 

A bill to limit the outpatient dental care for veterans, H. R. 
9866 (Frelinghuysen), similar to H. R. 7653 (Frelinghuysen), 
passed the House but was not acted on in the Senate. Two 
measures by Congressman Radwan were reported favorably but 
not passed. These would have lengthened the presumption of 
service connection for arthritis, multiple sclerosis, and psychoses. 
Hearings were held on H. R. 54, by Congresswoman Rogers of 
Massachusetts, which would authorize the appointment of chiro- 
practors in the VA. No action was taken. 


Defense and Military Measures 

Military and defense measures totaled 33 in number. There 
was duplication in several of these measures. Several dealt with 
the “doctor draft” and were combined in Public Law 84, amend- 
ing the original “Doctor-Draft” act and extending it to June 
3, 1955S. The original proposals were S. 70 (Young, R., N. D.), 
S. 1531 (Saltonstall, R., Mass., and Hunt, D., Wyo.), §. 1747 
(Potter, R., Mich.), H. R. 97 (Burdick, N. H. R. 2955 
(judd, R., Minn.), H. R. 3706 (Patterson, R.. Conn.), H. R. 
4416 (Rees, R.. Kan.), and H. R. 4495 (Short, R., Mo.). 

The administration measure S. 3096 (Saltonstall, R.. Mass.), 
amending the “Doctor-Draft” law, became Public Law 403. This 
authorized the services to keep on duty in an enlisted status 
persons serving under the “Doctor-Draft” act whose loyalty is 
guestioned. 

H. R. 7329 by Congressman Short (R., Mo.) became Public 
Law 370, releasing the medical corps from the responsibility of 
the supervision of the preparation of food in the Army. §. 3255 
by Senator Hendrickson (R., N. J.), authorizing broader medi- 
cal care benefits for Coast Guard dependents, passed the senate 
but was not acted on in the House, where a similar bill, H. R. 
$498 by Congressman Bennett (D., Fla.), was introduced but 
no hearings were held. 


Medical Income Vax Deductions 

There were 33 measures providing for income tax deductions 
in various forms for medical care. Of these only H. R. 8300, 
the omnibus tax revision bill of 1954, introduced by chairman 
Reed of the House Ways and Means Committee, was passed, 
becoming Public Law 591. Hearings on H. R. 8300 included 
provisions of many of the other measures. Public Law 591 made 
sweeping revisions in the tax structure and marked the first time 
the federal tax laws had been completely rewritten in 75 years. 
This measure lowered from 5% to 3° of adjusted gross income 
the amount above which medical expenses could be deducted 
in calculating income tax. It also doubled the maximum limita- 
tion on these deductions and liberalized other health and drug 
tax features. 


Pension Plans 


Pension plan proposals were presented in 26 measures, but 
there was no action taken on any of these. 


amendments of the Hospital Construction Act, commonly re- 
ferred to as the Hill-Burton Act. S. 967 by senators Taft and 
Hill became Public Law 151. This extended the basic Hill-Bur- 


ton Act two years. C n Harris introduced two com- 
panion bills, H. R. 3171 and H. R. 5419. Extension of the 
Hill-Burton Act to include earmarked funds for nursing homes, 
chronic disease i diagnostic and treatment centers, and 
vocational rehabilitation facilities was provided in Public Law 
482. This was an administration measure (H. R. 8149, Wolver- 
ton, R., N. J.) that superseded H. R. 7341, which was identical 
with measures introduced by Congressman Elliott (D., Ala.; 
H. R. 8229) and Senator Smith (R., N. J.; S$. 2758). The ad- 
ministration of Indian hospitals was transferred, effective June, 
1955, from the Department of Interior to the Public Health 
Service by Public Law 568, which had been introduced as H. R. 
303 by Congressman Judd (R., Minn.). Hearings were held on 
bills to create a federal board of hospitalization and bills to 
guarantee mortgage loans for the construction of medical facili- 
ties, but no further action was taken. 


Reorganization of Executive Department 

There were 15 measures having to do with the reorganization 
of the executive department. Of most interest, probably, to the 
medical profession was S. J. Res. 223 
tion of the Federal Security th into the Department of 
Health, Education, and Welfare effective within 10 days. This 
became Public Law 13. Senator Ferguson (R.. Mich.) intro- 
duced S. 106, a resolution to create a commission on organiza- 
tion of the executive branch of the government. ta 
Public Law 108. Senator Taft (R., Ohio) introduced §. 1514, 
a resolution to create a commission on intergovernmental rela- 
tions, that is, the relationship between federal government and 
the states. This became Public Law 109. Companion bills to 
these two measures were introduced by congressman Brown 
(R., Ohio) and Halleck (R., Ind.), respectively. Congressman 
Halleck subsequently introduced H. R. 8069, to extend for an 
additional year the Commission on Intergovernmental Relations. 
This became Public Law 302. Attempts by a resolution to dis- 
approve the President's reorganization of the Department of 
Defense were defeated. This reorganization included the estab- 
lishment of an office of assistant secretary of defense for medical 
matters. 


National Health Programs 

Among the 14 measures proposing national health programs, 
only one received serious consideration, and that was the Fed- 
eral Health Reinsurance Bill, a measure proposed by the ad- 
ministration. In the House, this was introduced by Congressman 
Wolverton as H. R. 8536, which was recommitted by decisive 
floor vote. Similiar measures were introduced in the House by 
representatives Hale (R., Maine; H. R. 3582), Javits (R.. N. Y.; 
H. R. 3586), and Scott (R., Pa.; H. R. 4128). In the Senate 
the administration companion measure was S. 3114, which was 
favorably reported by the committee but not considered on the 
floor of the Senate. 


Ten measures dealing with medical education were introduced. 
Senator Hunt introduced S. 1515 to create a Western interstate 
‘compact for higher education that would allow the western 


modified in the House under the leadership of Congressman Poft 


Public Law 767, ty N. 
as H. R. 9709. 


Federal Employee Health Programs 

Eight measures providing health programs for federal em- 
ployees were introduced. Group life insurance on a voluntary 
basis was provided by Public Law 598. This is to be partially 
paid by federal funds and partially paid by employee contribu- 
tions. The bills considered were S. 3507 (Senator Carlson, R., 
Kan.), S. 3681, and H. R. 9462 by Congressman Rees (R., 
Kan.). Hearings were held on S. 3803 by Senator Carlson, a 
bill to provide federal employees’ health insurance, but no 
further action was taken. Congressman Rees had a companion 
bill, H. R. 10099, in the House. 


Mental Health and Child and School Health 

Five measures dealing with mental health were introduced. 
National Mental Health Week was created by Public Law 344 
and was introduced by Senator Smathers (D., Fla.) and others 
(S. J. Res. 130). Identical House measures were H. J. Res. 384 
(Brownson, R., Ind.) and H. J. Res. 449 (Garmatz, D., Md.). 
Child health and school health programs were the subject of 
three measures introduced in the House. Hearings were not held 
on any of these. 


Miscellaneous 

There were 19 miscellaneous measures with medical impli- 
cations. The appropriation ceiling of the National Science Foun- 
dation was removed by Public Law 223. This measure was 
introduced as S. 977 by senators Smith (R., N. J.) and Aiken 
(R., Vt), and H. R. 4689 by Wolverton (R., N. J.). The trans- 
portation of fireworks into states where their sale is illegal was 
prohibited by Public Law 385. The measure was introduced in 
the Senate as §. 2445 by Senator Bridges and in the House by 
Congresswoman Church (R., Ill.) as H. R. 116. A House select 
committee was provided tor by H. Res. 217, introduced by 
Congressman Reece (R., Tenn.). This committee was author- 
ized to investigate educational and philanthropic foundations. 
An appropriation of $50,000 for this study was provided for by 
H. Res. 373, also by Congressman Reece. Congressman Wier 
(D., Minn.) introduced a measure that would have prevented 
federal and state governments from treating public water with 
fluorides (H. R. 2341). Hearings were held but no further action 
taken. Under appropriations authorized in the House by resolu- 
tions introduced by Chairman McConnell (R., Pa.) and in the 
Senate by resolutions introduced by chairman Smith (R., N. J.) 
and Senator Ives (R., N. Y.), separate investigations of the 
administration of employee welfare and pensions funds were 
instigated. 

Measures not passed at the close of Congress died and, to 
be revived, must be reintroduced during sessions of the incom- 
ing Congress. 


PREVIEW OF TELEVISION FILM AT MIAMI MEETING 

The A. M. A. Public Relations Department has arranged for 
a special preview of an extraordinary television program at the 
A. M. A.’s Public Relations Conference in Miami on Nov. 28. 
Titled “Night Call” and starring Hollywood Academy Award 
winner Dean Jagger, the story follows through on a night call 
case and gives a rare insight into the life of a family doctor. It 
will be presented on DuPont's “Cavalcade of America” show 
on Tuesday, Dec. 7, over 75 stations of the ABC television net- 
work. 
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Drugs states to join together in support of medical schools and other 

Measures dealing with drug addiction and alcoholism totaled institutions of higher learning. This became Public Law 226. 
18. Six of these, H. R. $740 (Wolverton, R., N. J.), H. R. 3604 Senator Taft introduced S. 1748 to create a federal charter for 
(Fogarty, D., R. 1L.), H. R. 3551 (Sullivan, D., Mo.), H. R. 2769 i 
(Wolverton, R., N. J.), S. 835 (Smith, R., N. J), and S. 601 
(Humphrey, D., Minn.), were “combined” and passed to become 
Public Law 217. They provided for factory inspection by food : , ' 
and drug agents. u Compensation , 

A measure by Senator Long (D., La.), S. 3447 (similar to Ten unemployment compensation measures were introduced. 
H. R. 7817 and H. R. 9163 by Martin, R., lowa), became Public These measures were of interest to physicians because attempts 
Law 729. This permitted the filling of oral prescriptions of cer- were made in some of them to redefine “employer” as a person 
tain narcotics that have little likelihood of becoming habit who employs one or more employees, instead of cight, as previ- 
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OUR MENTAL HOSPITALS—BOON OR BEDLAM? 


The following address by Dr. Elmer Hess, President-Elect, 
American Medical Association, was read before a meeting of 
mental health representatives of state medical associations spon- 
sored by the A. M. A. Committee on Mental Health at A. M. A. 
headquarters in Chicago, Friday, Sept. 17, 1954. 


It gives me great pleasure to be with you today to welcome 
you to Association headquarters and to this meeting. For me, 
the pleasure is greatly heightened by the fact that this meeting 
marks an official advent of this Association into a new and much 
neglected field. Due to complex forces of social evolution, the 
care and treatment of mentally and emotionally ill patients has 
been for the most part left to public medicine or to govern- 
mental control. This does not mean that our Association has 
not been interested in these patients, but it has, in great part, 
resulted in our not doing much about them because up to now 
they have been regarded as the responsibility of government. 


is change derive from a growing recognition of the fact 
that the lack of emphasis by private medicine and the resigning 
of these patients to the impersonal mercy of state and political 
medical care has resulted in many areas of this country in what 


before urging extension of such responsibility—or should I say 
irresponsibility. The situation is an acute one. If there is any 
group of patients whose improvement and cure are dependent 
upon the need for a healthy, pleasant environment, good nutri- 
tion, adequate housing, and competent professional and ancil- 
lary personnel, it is surely this group of patients with disturbed 
emotional and mental states. In spite of this, today, or on any 
more than half of the hospitalized patients in 

ituti hospitals, 


that are lacking or inadequate in cach or all of the respects 
mentioned. Indeed, | am told by doctors who have been closer 
to these situations than I have that conditions in some of the 
most neglected of these so-called hospitals still rival conditions 
in London's once ill-famed “Bedlam” of several hundred years 
ago—so much so that casual visitors may become sickened after 
a one-day visit from memories of the sights, sounds, smells, 
and general filth that surround these patients who are supposedly 
in “treatment” situations. 

Two years ago our Board of Trustees, with the approval of 
our House of Delegates, appointed a standing committee on 
mental health to take an interest in and develop a program in 
the ficlds of mental health and illness. | know that they have 
already drawn up a 13 point program for what could be effec- 
tive work at state association and county society levels. If you 
agree with this suggested program, much more than an official 

of it is now necessary. If we, as a body of doctors, 
are to make our weight felt, the work itself must in great part 
be done at state and county levels. | would like to see the mem- 
bers of cach new state and county committee actually spend a 
few days visiting their own state and county institutions and 
report their findings to their parent societies. | would hope that 
willing members of our women's auxiliaries could also partici- 
pate in such inspection trips, so that the actual conditions under 
which some of these patients live will become more widely 
known. I would also hope that committees at state association 
and county society levels not be composed solely of psychiatrists, 
but that men in general practice and in the other specialties be 
represented. 


For more than a hundred years a relatively small 


number 
of our colleagues of the American Psychiatric Association have 
labored arduously against public apathy, ignorance, and indif- 
ference, and often against deliberate political chicanery and 
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minimal standards that we demand for our general hospitals or 
approach the standards that have been set by the psychiatric 
associations as minimal needs with respect to bed capacity, hous- 
ing, food, and competent professional personnel. | understand 
that the present membership of the American Psychiatric Asso- 
ciation is about 7,000 or 8,000 doctors, but there are 150,000 
doctors represented here, and | am certain that, working with 
them, we can make a real contribution, if we will now get after 
the problem with full vigor. We must renew and strengthen 
our efforts to make public officials and the public gencrally 
realize that these patients are not to be treated as lost causes, 
or as criminals to be punished, but as sick people, many of whom, 
with proper care, can again become healthy, happy, useful, and 
productive people. 

We have already delayed too long; the job to be done belongs 
to all of us. I hope that, in much less time than another hundred 
years, when it becomes necessary for me or for one of you 
to tell a patient that he or she must enter a public mental hos- 
pital, the patient and his relatives and friends will be able to 
react in some other way than with the fear, disgust, and horror 
that is now so frequently evidenced. 

Again, I want to wish you all success with this meeting and 
hope that this first session will become only our first step toward 
assuming leadership in a field that is, with other groups, a proper 
responsibility of the physicians of our country. 


SHORT COURSE ON STANDARD 
NOMENCLATURE OF DISEASES 


A new short course offering expert instruction on the correct 
way of using Standard Nomenclature of Diseases and Opera- 
tions in the hospital, doctor's office, or clinic will be offered 
Feb. 7-9 at A. M. A. Headquarters in Chicago. The three-day 
Standard Nomenclature Institute program will be divided in 
three parts: (1) lectures covering basic principles, construction, 
and installation plus discussion on the tumor and operation 
sections and handling of specific problems; (2) anatomy as it 
pertains to the topographic section, and (3) practice in coding 
to be offered at two evening sessions. Registration will be limited 
to 150 “students.” Application blanks will be distributed after 
Dec. 1. The instructors will be Adaline C. Hayden, associate 
editor of Standard Nomenclature, and Edward T. Thompson, 
M.D., chief of programs operation, hospital facilities, U. S. 
Public Health Service, Washington, D. C. 


COUNTY CIVIL DEFENSE MEETING IN CHICAGO 


Civil defense preparedness at the local level was the chief 
topic of discussion at the fifth National County Medical Civil 
Defense Conference Oct. 30-31 at the Bismarck Hotel, Chicago. 
Sponsored by county medical societies assisted by A. M. A.’s 
Council on National Defense, the meeting was attended by 
representatives from local medical civil defense committees and 
other leaders in the field. The program was devoted largely 
to practical workshop sessions on evaluation of dispersal units, 
medical care at evacuation centers, recruitment and training of 
civil defense volunteers, and hospital planning in target areas. 
Other sessions included discussion of the progress of civil defense 
plans at both the national and the local level, Canada’s point of 
view, psychological and social consequences of disaster, and a 
report on the Federal Civil Defense Administration's health 
division. 


REVISED LIST OF FILMS 

A revised list of films available through the A. M. A. motion 
picture library has been prepared, and copies are available on 
request from the Committee on Medical Motion Pictures of the 
American Medical Association. This catalog lists 72 medical 
films suitable for showing to medical socicties, hospital staff 
meetings, and other scientific groups. The catalog also includes 
32 health films of interest to physicians who may be called on 
to speak before lay audiences such as service organizations and 
parent-teachers’ associations. 


but I must not fail to point out that the forces that are bringing 
closely approaches national disgrace. Here, in this area of medi- 
cal care, is certainly an example of political responsibility into 
which some of our avid social planners should look exhaustively 
In many areas, their efforts have achieved success. However, in 
spite of this, there is now only a pitifully small percentage of 
the mental hospitals of this nation that today approach the 
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CALIFORNIA 

Los Angeles Needs Public Health Physicians.—Dr. George M. 
Uhl, city health officer, Los Angeles, announces that the follow- 
ing positions are available in the health department: 

Director of district health services ($10,104 to $12,576 a year), open 
to a physician who has had training and experience in public health 
administration and is capable of directing the city’s 10 local district 
Offices, cach of which has its own health officer. 

Director and assistant director of the twherculosis division, and an 
epidemiologist of communicable disease control director (each from 
$8.124 to $10,104 a vear). 

Director of the civil defense organization within the health department 
thalf-time) ($4,062 to $5,052 a year). 

Central laboratory assistant director ($6,900 to $8,680 a year). 

Virologist (salary to be based on the candidate's background and 
experience). 

Dr. Uhl will welcome applicants from all parts of the United 
States. A photograph and qualifications should accompany ap- 
plications, which should be addressed to 111 E. Ist St., Los 
Angeles 12. 


Personal.—_Dr. Mary H. Jennings, Los Angeles, attended the 
International Congress of Gynecology and Obstetrics in Geneva, 
Switzerland, where she presented a paper, “Differential Diag- 
nosis and Treatment of Lesions of the Cervix.”———Dr. Milton V. 
Veldee, for 30 years a medical officer with the U. S. Public 
Health Service, has joined the staff of Stanford Research In- 
stitute as chairman of the biology department. For 10 years Dr. 
Veldee administered the Federal Biologics Law, and during most 
of his career he has been engaged in medical research with special 
emphasis on infectious diseases. He has served on a number of 
committees of the World Health Organization.——Dr. Jos 

B. Davis, Oceanside, has been added to the staff of the medical 
department of Eaton Laboratories, Inc., the professional sub- 
sidiary of the Norwich Pharmacal Company, Norwich, N. Y. 
—Long associated with public health and for the past quarter 
century in the educational phase of it at Fresno State College, 
Dr. Earl H. Coleman retired April 1 on reaching the mandatory 
retirement age of 70.——Dr. Milton Elkin, associate radiologist 
at the Cedars of Lebanon Hospital in Los Angeles, has been 
appointed professor of radiology and chairman of the depart- 
ment of radiology of the Albert Einstein College of Medicine 
of Yeshiva University, New York. He will also serve as director 
of radiology at the new Bronx Municipal Hospital Center. 


COLORADO 


Symposium on Office Procedures.— The Colorado Academy of 
General Practice announces a symposium on office 
to be held at the Broadmoor Hotel, Colorado Springs, Nov. 21. 
Dr. Stephen L. Kallay, Lakewood, will moderate the morning 
session (10 a. m.) and Dr. Charley J. Smyth, Denver, the after- 
noon session (2:15 p. m.). The following presentations will be 
made during the sessions: 

Laboratory Procedures in General Practice. John L. Arbogast, Indian- 


Ofixe Analgesia and Anesthesia, Joseph F. Artusio Jr. New York. 

The Importance of Correlation of Physical, Roenigenologic, and Electro- 
cardiographic Findings in the Diagnosis of Heart Disease, Robert L. 
Parker, Minneapolis. 

Rad.ology in Office Practice, Galen M. Tice, Kansas City, Kan. 

Ophthalmic Manifestations of Internal Diseases, Ruby K. Daniel, 
Dallas, Texas. 

Gynecologic Office Procedures, William J. Dieckmann, Chicago 

Cutaneous Manifestations of Internal Diseases, Arthur C. Curtis, Ann 
Arbor, Mich. 


Dr. Kenneth H. Beebe, Sterling, president, Colorado Academy 
of General Practice, will serve as luncheon chairman and Dr. 
Ward Darley, president of the University of Colorado, Denver, 
as luncheon speaker. A cocktail reception will be held from § to 
6 p. m. Wives of physicians are welcome. Credit for five hours’ 
formal study will be allowed by the Colorado Academy of 
General Practice for attendance. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at 

weeks before the date of mecting. 


ILLINOIS 

Outbreak of Infectious Hepatitis.— According to the U. S. Public 
Health Service, Dr. Leonard M. Schuman, Illinois Department 
of Public Health, has reported that the outbreak of infectious 
hepatitis in an institution in northwestern Illinois continues to 
spread. To date, 150 cases have occurred among the inmates of 
30 cottages. Fifty per cent of the cases are icteric. When the 
outbreak started in a single cottage, gamma globulin was given 
to all ward contacts. When another case occurred in a second 
ward, the prophylaxis was given to all inmates of that ward. It 
is now planned to inoculate all inhabitants of the institution. 


Interprofessional Council Meeting.—The Illinois Interprofes- 
sional Council will hold its second annual luncheon at the 
Congress Hotel, Chicago, Nov. 14, 1:30 p. m. The primary 
purpose of the meeting is to acquaint the officers and members 
of the component professions with the activities and the work- 
ings of the council. The main speaker will be the Hon. Warren 
E. Wood, speaker of the House of the Illinois State Legislature. 
Progress reports will be made by a representative of cach pro- 
fession on the council: Medicine, Dr. F. Lee Stone, Chicago; 
Dentistry, Earl P. Boulger, D.D.S., Chicago; Optometry, R. D. 
Barton, O.D.; Veterinary, C. B. Hostetler, D.V.M.; Pharmacy, 
Ralph A. Carpenter, R.Ph.; and Chiropody, Peter N. Varzos, 
D.S.C. The luncheon fee is $5 per person. Ladies are invited. 
Reservations should be made by phone or mail to Philip R. 
Brachman, D.S.C., Secretary-Treasurer, Illinois Interprofessional 
Council, 25 E. Washington St., Chicago 2 (telephone: DEarborn 
2-2658). 


Joint Meeting with Chest Physicians.—A joint meeting of the 
Illinois chapter of the American College of Chest Physicians 
and the Jefferson-Hamilton County Medical Society will be held 
at Mount Vernon State Tuberculosis Sanatorium at 8 p. m., 
Nov. 18. Dr. Benjamin P. Komasa, Mt. Vernon, president, 
Jefferson-Hamilton County Medical Society, will preside at the 
following program: 
Significance of the Silent Pulmonary Nodule, Darrell H. Trumpe, 
medical director, St. John’s Sanatorium, 
Pulmonary Histoplasmosis, David F. Loewen, medical director and 
superintendent, Macon County Tuberculosis Sanatorium, Decatur. 
Management of Chest Injuries, Robert A. De Bord, Peoria. 
Cardiorespiratory Complications of ee Disease, Abel Froman, 
Chicago, tuberculosis consultant, Manteno State Hospital, Manteno. 
Chicago members who plan to attend are requested to telephone 
the college (MO 4-0094) regarding transportation. 


Chicago 

Meeting on Rheumatic Fever.—The Stock Yards branch of the 
Chicago Medical Society in cooperation with the Chicago Heart 
Association will present a program on rheumatic fever and rheu- 
matic heart disease Nov. 19, 9:30 p. m., at the Evangelical 
Hospital, 5421 S. Morgan St. (phone: KEnwood 8-2000). Diag- 
nosis will be considered by Dr. Joseph R. Christian, assistant 
professor of pediatrics, Stritch School of Medicine of Loyola 
University, and treatment by Dr. Carl J. Marienfeld, clinical 
assistant professor of pediatrics, University of Llilnois College 
of Medicine. Discussants will be Drs. Armin F. Schick, assistant 
professor of medicine, University of Ilinois College of Medicine, 
and W. Walter Sittler, instructor in medicine, Northwestern 
University Medical School. 


Colonel Mason Joins College of Surgeons Staff.—Col. James B. 
Mason (MC), for the past four years special assistant to the 
Army Surgeon General, went on inactive status Nov. | and a 
month later will become associated with the American College 
of Surgeons in Chicago as director of professional education 
and accreditation. For his military service in the United States 
and abroad Colonel Mason has received the Legion of Merit, 
the Bronze Star medal, the Army Commendation ribbon, and 
the Croix Militaire, first class, from the government of Belgium. 
Formerly he was an associate in surgery at the University of 
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Pennsylvania and assistant professor of surgery, Woman's Medi- 
cal College of Pennsylvania. Colonel Mason has been certified 
by the American Board of Surgery. 


KENTUCKY 
Practitioners’ Postgraduate Program.— The Kentucky Academy 
of General Practice and the University of Louisville School of 
Medicine will present the following postgraduate program, 
Nov. 18, beginning at 3 p. m., at the Lafayette Hotel, Lexington: 
Recent Advances—Hematology, Everette H. Sanneman, Louisville. 
Recent Advances—Pediatrics, Joseph A. Little, Louisville. 
Recent Advances—Medicine, Walter S. Coe, Louisville. 
Dinner at 7 p. m. (wives invited) will be followed by presentation 
of “The Role of the American Academy of General Practice in 
American Medicine” by Dr. Malcolm E. Phelps, El Reno, Okla., 
national director of the American Academy of General Practice. 
Three hours’ credit for formal training will be given to members 
of the Academy of General Practice attending the program, for 
which there will be no registration fee. 


MARYLAND 

Phi Delta Epsilon Lecture.—The Delta Epsilon chapter of Phi 
Delta Epsilon at the University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, will hold its 
10th annual lectureship Nov. 19. The guest speaker, Dr. Hayes 
Martin of the Memorial Center for Cancer and Allied Diseases, 
New York, will discuss “Lesions of the Mouth-—Diagnosis and 
Treatment.” 


MASSACHUSETTS 

Harvard Study in Medical Education.— Harvard University has 
received a five year grant of $275,000 from the Rockefeller 
Foundation for the purpose of integrating the teaching of com- 
prehensive medical care into the medical school curriculum. In 
this study Harvard medical students will be assigned to families 
living in the vicinity of, and now receiving medical care from, 
the Massachusetts General Hospital, Boston, and related com- 
munity agencies. The study will be built on experience gained 
at the hospital in a child care program of the Children’s Medical 
Service, supported by funds from the Hyams Trust. The chief 
objective of the study will be to develop methods for the instruc- 
tion of medical students in complete medical care. Teaching will 
be directed toward (1) normal child growth and development, (2) 
early recognition and evolution of chronic disease, (3) hereditary 
and environmental influences on health and illness, and (4) 
methods of disease prevention. The program will be directed 
for the Harvard Medical School by a policy committee repre- 
senting the school, the Massachusetts General Hospital, and the 
Boston Lying-In Hospital, with Dr. David D. Rutstein, professor 
of preventive medicine, Harvard Medical School, Boston, as 
chairman. The committee will include the following physicians: 
George Packer Berry, Allan M. Butler, Dean A. Clark, and 
Duncan FE. Reid. Dr. Joseph Stokes Il will head the program 
staff, which will include physicians representing medicine, 
pediatrics, and psychiatry. Dr. Frederic M. Blodgett will serve 
as full-time pediatrician. The planning and conduct of the study 
will represent a cooperative effort of the Harvard Medical School, 
the Massachusetts General Hospital, and related community 
agencies. 


MONTANA 

Conferences on School Health.— Ihe school health commitice 
of the Montana Medical Association in cooperation with the 
state board of health will conduct the following series of conter- 
ences, at which the guest speaker will be Dr. Donald A. Duke- 
low, consultant in school health of the A. M. A. Bureau of 
Health Education: Livingston, Nov. 15; Lewistown, Nov. 16; 
Billings, Nov. 17; Miles City, Nov. 18; Sidney, Nov. 19; and 
Wolf Point, Nov. 20. 
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NEW JERSEY 


Psychiatric Institute.—The first annual Psychiatric Institute of 
the Veterans Administration Hospital, East Orange, will be held 
Nov. 17 under the sponsorship of the New Jersey Neuropsychi- 
atric Association and the hospital. The following main addresses 
will be presented in the recreation lounge of the hospital, 2:15 
p. m., under the chairmanship of Dr. Julius Sobin, East Orange: 
Suturing the Schizophrenic Split, Richard L. Jenkins, Washington, D. C. 
— the Effectiveness of Psychotherapy, Clifford J. Sager, New 
ork. 


The Clinical Psychologist in Psychotherapy, Molly Harrower, Ph.D., 
New York. 


At the dinner at the Hotel Suburban, Fast Orange, at 8:30 p. m. 
the Christopher C. Beling memorial lecture, “Some Disorders 
of Eating,” will be delivered by Dr. Henry W. Brosin, professor 
of psychiatry, University of Pittsburgh School of Medicine. 


NEW YORK 


Geriatric Conference—The Capital District Conference on 
Aging will convene under the sponsorship of the Albany County 
Department of Public Welfare, Nov. 18, at the Ann Lee Home, 
Shaker Farms, Albany. Dr. Frederic D. Zeman, medical director, 
Home for Aged and Infirm Hebrews, New York, will discuss 
“The Preventive Medicine of Old Age—The Responsibility of 
the Physician and the Community,” and Geneva Mathiasen, 
secretary, National Committee on the Aging, National Social 
Welfare Assembly, New York, will speak on the community's 
role in aging. From 2:15 to 3 p. m. panels will be presented on 
medical problems of aging and community services for the 
aging. 


King County Meeting on Tuberculosis.—The Medical Society 
of the County of Kings and Academy of Medicine of Brooklyn 
will have as speaker at the meeting at MacNaughton Auditorium, 
Nov. 16, Dr. Ross L. McLean, assistant professor of medicine, 
Johns Hopkins University School of Medicine. Baltimore, who 
will present “Treatment of Tuberculosis.” Discussion will be by 
Dr. Benjamin Burbank, associate clinical professor of medicine, 
State University of New York College of Medicine at New York 
City, Brooklyn. 


Million-Dollar Industrial Clinic.— General Electric recently dedi- 
cated its million-dollar Schenectady Industrial Clinic, staffed 
by five full-time and two part-time physicians and 31 nurses. 
The building is air-conditioned for heating and cooling. The 
clinic provides free medical services for General Electric's 37,000 
Schenectady employees. Patients with emergency conditions 
involving major surgery are transferred to nearby hospitals in 
Schenectady and the vicinity. More than $125,000 worth of 
new medical equipment has been installed in the clinic. Dr. 
William F. MacDonald is the plant physician. 


Industrial Rehabilitation Institute.— An institute on rehabilitation 
in industry will be held Nov. 17 and 18 at Samuel P. Capen 
Hall, University of Buffalo. Dr. Marvin L. Amdur, director, 
Buffalo Industrial Medical Center, will preside over the Wednes- 
day morning session, during which papers read will concern 
“Control of Disability and Employment of the Disabled.” 
“Relation of Workmen's Compensation and the Disability 
Benefits Law to Problems of Rehabilitation” (three papers) will 
be developed during the afternoon session, which will be pre- 
sided over by Dr. Leonard J. Goldwater, professor of industrial 
hygiene, Columbia University College of Physicians and Sur- 
geons, New York, who will present the final paper Wednesday 
evening, when the session will be entitled “The Cardiac in 
Industry”; Dr. Milton Terris, assistant dean for postgraduate 
education, University of Buffalo School of Medicine, presiding. 
The Thursday morning session will be devoted to discussion of 
two papers related to “The Aging Worker in Industry” and the 
afternoon session to “Rehabilitation of the Industrial Worker” 
(four papers), with Leston P. Faneuf, general manager, Bell 
Aircraft Corporation, and Dr. Walter T. Zimdahl, director of 
the Chronic Disease Research Institute, presiding, respectively. 
Advance registration ($2) should be sent to Industrial Liaison 
Office, University of Buffalo, 3435 Main St., Buffalo 14. Checks 
should be made payable to the University of Buffalo. 


New York City 

Tumor Clinic.—Dr. Frnst L. Wynder, head, section of epidemi- 
ology, Sloan Kettering Institute, will present “The Role of 
Epidemiology in Cancer” at the tumor clinic conference, Harlem 
Hospital, Nov. 17, 10:45 a. m. 


Personal.—Dr. Irving S. Wright, professor of clinical medicine 
at Cornell University Medical College, has been appointed to 
serve on the National Advisory Heart Council, Surgeon General 
Scheele of the U. S. Public Health Service has announced. 


Third Harvey Lecture.—John L. Oncley, Ph.D., professor of 
physical chemistry, Harvard Medical School, Boston, will deliver 
the third Harvey lecture of the 1954-1955 (SOth anniversary) 
series at the New York Academy of Medicine, Nov. 18. Dr. 
Oncley will present “Lipoproteins of Human Plasma.” 


Pollitzer Lecture.—The department of dermatology and syphil- 
ology of the New York University Post-Graduate Medical 
School announces that the fifth Sigmund Pollitzer lecture will 
be given by Peter B. Medawar, D.Sc., professor of zoology at 
the University of London, England, at 4:30 p. m., Nov. 15, in 
the Psychiatric Amphitheater of Bellevue Hospital, 400 E. 30th 
St. The title of the talk will be “Skin Transplantation and the 
Homograft Problem.” 


Meeting of Urologists.—The section on genitourinary surgery, 
New York Academy of Medicine, will meet with the New York 
society of the American Urological Association at 8:30 p. m. 
Nov. 17, at the Yale Club, Vanderbilt Avenue and 44th Street. 
“Experiences with Complications in Surgery of the Genitourinary 
Tract” will be presented by Dr. W. Joseph McMartin, Omaha, 
president, American Urological Association. Discussion will be 
by Dr. Richard Chute, Boston (by invitation), and Dr. George F. 
Cahill, New York. 


Lectures for The New York Academy of Medicine 
announces the 20th series of free lectures to the laity. Presenta- 
tions will be made on Wednesdays at 8:30 p. m. at the academy 
(2 E. 103rd St.); no admission tickets are required. The theme, 
“Medicine in the Changing Panorama of Science,” will be de- 
veloped as follows: 

Nov. 17, Chemotherapy of Cancer (Linsly R. Williams memorial lecture), 

Sidney Farber, Boston 


Dec. 1, Is Psychiatry a ‘Science? Jules H. Masserman, Chicago. 

Jan. 5, The Philosopher Looks at Science, Ernest Nagel. Ph.D... New 
York. 

Jan. 19, Life is For Living, D. Ewen Cameron, Montreal, Canada. 

Feb. 2, Psychosomatic Notions—A Review, Aldwyn B. Stokes, Toronto, 
Canada. 


Feb. 16, Man and His Nutrition (George R. Siedenburg memorial lec- 
ture), Charles G. King, Ph.D.. New York. 


Death of John Shepard Parke —Mr. John Shepard Parke, execu- 
tive vice-president since 1944 of the Presbyterian Hospital at 
the Columbi er Medical Center, died recently in 
Harkness Pavilion after 2 a . brief iliness. Before his association 
with the Columbia-Presbyterian Medical Center, Mr. Parke 
supervised the construction of the new buildings at the center, 
the Mary Harkness Convalescent Home in Port Chester, and 
such other institutional buildings as the New York Hospital- 
Cornell Medical Center, Memorial Hospital, Spellman Pavilion 
at St. Vincent's Hospital, additions to Roosevelt Hospital, the 
Hospital for Special Surgery, Columbia University Library, and 
Rockefeller Institute—all in New York City—and additions to 
the U. S. Naval Hospital, St. Albans, and the U. S. Merchant 
Marine Academy, Great Neck. Mr. Parke served with the New 
York State National Guard on the Mexican border and with 
the 27th Division in France during World War 1. He was a 
trustee of Cornell University from 1948 to 1954, serving con- 
tinuously as chairman of the committee on buildings and 
grounds. He was a member of the New York City Housing 
Authority; of the board of governors of Greater New York 
Hospital Association; of the council on hospital planning and 
plant operation of the American Hospital Association; and of 
the American Hospital Association, American College of Hos- 
pital Administrators, and Association of Protestant Hospitals. 
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OHIO 

Resuscitation Following Cardiac Arrest.—The Cleveland Area 
Heart Society is sponsoring postgraduate courses in “Re- 
suscitation Following Cardiac Arrest,” in cooperation with 
Western Reserve University School of Medicine. The classes, 
which are said to be practical and informal, are limited to 18 
enrollees. Initial class sessions include explanatory lectures, 
movies, and animal experiments. The second section of the 
course is concerned with instruction in intratracheal intubation, 
lectures on predisposing factors, and danger signals leading up 
to cardiac arrest. Other highlights include lectures and demon- 
strations at the laboratory table on the physiology of the heart 
beat and the role of cardiac drugs. Director of the course is Dr. 
Claude §. Beck, with Dr. Robert M. Hosier as associate director. 
Future courses are scheduled for Nov. 19 and 20 and Dec. 17 
and 18. Information may be obtained from the Cleveland Area 
Heart Society, 2073 E. 9th St, Room 518, Cleveland 15. 


OKLAHOMA 

Founders Day Clinic.— The annual Founders Day Clinic of the 
Tulsa County Medical Society will be held Nov. 18 at the Mayo 
in Tulsa. Among the guest speakers will be Dr. George E. Burch, 
professor of medicine, Tulane University of Louisiana School 
of Medicine, New Orleans, and Dr. Richard H. Freyberg, associ- 
ate professor of medicine, Cornell University Medical College, 
New York. The program, which will be open to all Oklahoma 
physicians without fee, will be jointly sponsored by the Tulsa 
County Heart Association, Arthritis and Rheumatism Founda- 
tion of Tulsa, the Tulsa Academy of General Practice, and the 
Oklahoma division of the American Cancer Society. A panel of 
visiting guest speakers will answer questions at a round-table 
luncheon. 


Memorial to Dr. Moorman.— The October issue of the Journal 
of the Oklahoma State Medical Association is published as a 
memorial to the late Dr. Lewis J. Moorman, one-time member 
of the A. M. A. House of Delegates and honorary president for 
life of the Oklahoma State Medical Association, of which he was 
president, 1919-1920, and secretary-treasurer at the time of his 
death, Aug. 2. Dr. Moorman was for many years editor-in-chief 
of the Journal of the Oklahoma State Medical Association. The 
October issue contains, in addition to editorials and other 
tributes to Dr. Moorman, three of his own articles. 


PENNSYLVANIA 

Dr. Hess Honored.— Nearly 400 persons, members of the Erie 
County Medical Society and leaders in industrial and professional 
life in Erie, paid tribute to A. M. A. President-Elect Fimer 
Hess of Erie at a recent testimonial banquet. Guest speakers 
included Archbishop John Mark Gannon, Congressman Carroll 
Kearns, Judge Samuel Rossiter, Mayor Thomas Flately, State 
Senator Arthur Blass, and others. Serving as toastmaster was 
Dr. Raymond J. Rickloff, president of the Erie County Medical 
Society, sponsor of the dinner. The guests presented Dr. Hess 
with three matched traveling bags. 


Alvarenga Prize Lecture.—The College of Physicians opened its 
series of scientific lectures Oct. 6 with the presentation of 
Alvarenga prize lecture 14 by Dr. DeWitt Stetson Jr., associate 
director in charge of research, National Institute of Arthritis 
and Metabolic Diseases, Bethesda, Md., who had as his subject 
“Biochemical Explorations of Certain Disturbances of Carbo- 
hydrate Metabolism.” 


Personal.—Dr. Isidor S. Ravdin, surgeon-in-chief, Hospital of 
the University of Pennsylvania, Philadelphia, has been appointed 
to serve on the National Advisory Cancer Council, Surgeon 
General Scheele of the Public Health Service has announced. 
Six of the 12 members of the council are leaders in the field of 
science, and 6 are leaders in education and public affairs. In 


council meets three times a year at the National Institutes 
Health in Bethesda, Md. 
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TEXAS 

Ziegler Hospital.—The Rosa and Henry Ziegler Hospital, re- 
cently erected at the University of Texas Medical Branch, 
Galveston, is a completely air-conditioned four story structure 
with a capacity of 60 beds, cach of which is connected with the 
nurses’ station by a two way speaker system. The first floor 
contains a research laboratory, treatment and conference rooms, 
radiography and fluoroscopy departments, outpatient clinic, and 
offices. Each of the other floors contains one four-bed ward, 


Rosa and Henry Ziegler Hospital. 


five double rooms, six single rooms, a diet kitchen, treatment 
rooms, and utility storage space. The hospital is part of the 1,500 
bed hospital facilities of the medical branch, from which it 
draws its medical staff. Its construction was made possible by a 
bequest made by Mrs. Rosa H. Ziegler of Galveston and by a 
grant from the Texas State Board of Health. 


WEST VIRGINIA 

Personal.—Dr. Helen B. Fraser, Charleston, who has served as 
director of the division of maternal and child health since 1950, 
has been appointed director of disease control of the state de- 
partment of health. She succeeds Dr. Henry C. Huntley, Charles- 
ton, who resigned in 1953 to accept an appointment as medical 
consultant to the civil defense program, with offices at West 
Chester, Pa. Dr. William W. Currence, Charleston, pediatric 
consultant to the division of maternal and child health, will 
succeed Dr. Fraser as acting director of that division. 


Society News.—The West Virginia Pediatric Society was for- 
mally organized under the sponsorship of West Virginia mem- 
bers of the American Academy of Pediatrics on Aug. 18, during 
the annual meeting of the West Virginia State Medical Associa- 
tion at White Sulphur Springs. Dr. Russell C. Bond, Wheeling, 
state chairman of the academy, will serve as liaison officer be- 
tween the society and the national group. Dr. Thomas G. Potter- 
field, Charleston, was elected president; Dr. Warren D. Leslie, 
Wheeling, vice-president; and Dr. Helen B. Fraser, Charleston, 
secretary-treasurer. The purpose of the new organization is to 
promote child welfare and cooperate with all child welfare agen- 
cies on state, county, and city levels. Annual meetings will be 
held conjointly with the annual meeting of the state medical 
association; however, there will be a spring session cach year 
at which clinical phases of pediatrics will be considered. 


HAWAII 

Society News.-The Hawaii Medical Association recently in- 
stituted a new form of cooperation with the Japan Medical 
Association whereby four Honolulu physicians, who spent a 
month in Japan, participated in scientific meetings in Tokyo and 
Osaka and took part in conferences of Japanese and American 
physicians on various diseases that may be influenced by dietary 
or racial differences. If this form of cooperation proves success- 
ful, the Hawaii association anticipates a larger program. 
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WHO Regional Director Reelected.— Dr. Fred L. Soper, director, 
Pan American Sanitary Bureau, the World Health Organization's 
regional office for the Americas, was reelected director for a 
third four-year term, beginning February, 1955, at the recent 
Pan American Sanitary Conference in Santiago, Chile. The 
bureau's program for 1955, embracing about 100 public health 
programs and projects throughout the Americas, was adopted 
and a 2 million dollar budget for 1955 approved. It was decided 
that the bureau's continent-wide smallpox eradication program 
would receive for 1955 the unexpended funds from the 1953 
budget, a litthe more than $144,000. 


American Trudeau Society Meeting.—The American Trudeau 
Society will hold its first annual interim scientific session at the 
Hotel New Yorker, New York, Nov. 17, from 9 a. m. to § 
p. m., under the presidency of Dr. John D. Steele, Milwaukee. 
In honor of the 10th anniversary of the clinical use of strepto- 
mycin in the treatment of tuberculosis, the meeting will open 
with a case presentation of the first patient treated with strepto- 
mycin, at the Mineral Springs Sanatorium, Cannon Falls, Minn., 
by Dr. H. Corwin Hinshaw, San Francisco; William H. Feld- 
man, D.V.M., Rochester, Minn.; and Dr. Karl H. Pfuetze, Glen 
Ellyn, Il. In all, 44 speakers will participate in the 18 presenta- 
tions. 


Historians Establish the Osler Medal.—To stimulate interest 
and research in medical history among students of the medical 
schools of the United States and Canada, the American Associ- 
ation of the History of Medicine has established a medal in 
honor of William Osler that will be granted annually to the 
author of the best unpublished essay submitted to the association 
by a student who was in a school of medicine and had not yet 
obtained the doctor's degree at the time the essay was written. 
Essays that are the result of original research will be given 
preference, but the association will also consider essays that, 
without being the result of original research, show an unusual 
appreciation and understanding of historical problems. Essays 
should not exceed 10,000 words in length and must be sent 
before March 1, 1955, to Dr. Lloyd G. Stevenson, Chairman, 
Faculty of Medicine, McGill University, 3640 University St., 
Montreal. 


Seminar in Forensic Pathology.—The North Central region, 
College of American Pathologists, will present a seminar in 
forensic pathology, Nov. 20 at the Drake Hotel, Chicago. Guest 
conductors will be Dr. Russell §. Fisher, Baltimore, chief medical 
examiner, state of Maryland, and professor of legal medicine, 
University of Maryland School of Medicine, and Dr. Richard 
Lindenberg, Baltimore, director of bureau of legal medicine and 
neuropathologist of the Maryland State Department of Mental 
Hygiene and associate in legal medicine, University of Maryland 
School of Medicine. The fee of $10 will include a box of seminar 
slides covering 14 problem cases, a synopsis of the case history, 
and a summary of the final conclusion of each case. It also 
includes the noon luncheon at the Drake Hotel. One hundred 
twenty-five sets of slides are available and will be mailed as 
requests are received. Requests and checks should be mailed to 
Dr. Franklin J. Moore, Secretary-Treasurer, Illinois Society of 
Pathologists, 55 E. Washington St., Chicago 2. 


Accidental Falls.— According to the Metropolitan Life Insurance 
Company, accidental falls take about 21,000 lives each year in 
the United States, about as many as tuberculosis, and rank second 
only to motor vehicles as a cause of accidental death. About 
two-thirds of all fatal falls take place in and about the home and 
only about 3% in workplaces. The death rate from accidental 
falls is higher among males than among females at ages under 
75; above that age the reverse is true. More than half of all 
the deaths from falls are concentrated at ages 75 and over. 
Below age 15, falls from windows, porches, roofs, swings, trees, 
and fences are the commonest types. Diving accidents account 
for an appreciable part of the deaths from falls among boys in 
the late teens. Falls on stairs account for nearly a fourth of the 
in 

those aged 45 to 74. Among older persons, a considerable pro- 
portion of the fatal falls occur while walking about the house. 
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Fund for Research in Bacteriology.——The New York Academy 
of Medicine announces the availability of $1,900 for assignment 
in 1954 in the Louis Livingston Seaman Fund for the furtherance 
of research in bacteriology and sanitary science. This fund, made 
possible by the terms of the will of the late Dr. Louis Livingston 
Seaman, is administered by a committee of the academy under 
the following conditions and regulations: 1. The committee will 
receive applications either from institutions or from persons up 
to Dec. 1, 1954. Communications should be addressed to Dr. 
Wilson G. Smillic, Chairman of the Fund Committee, 1300 York 
Ave., New York 21. 2. The fund will be expended only in grants- 
in-aid for investigation or scholarships for research in bacteri- 
ology or sanitary science. The expenditures may be made for (a) 
securing of technical help, (+) aid in publishing original work, 
or (c) purchase of necessary books or apparatus. 


New England Diabetes Fair.—The fifth annual Diabetes Fair, 
sponsored by the New England Diabetes Association, will be 
held Nov. 16 and 17, during National Diabetes Week, at 
Mechanics Building, Boston, from 11 a. m. to 10 p. m. This fair 
is endorsed by all of the state medical societies ot New England. 
Its purpose is to stimulate interest in the public concerning 
diabetes and its detection. Motion pictures will be presented. 
Because of the public interest in the lectures and panel dis- 
cussions last year, these will be held again in the afternoon and 
evening of both days. Roentgenograms of the chest will be avail- 
able, and facilities will be provided for urine sugar and blood 
sugar testing. Dr. Harry Blotner, chairman of the committee 
on diabetes detection, states that nearly 100 new cases of diabetes 
have been found at each fair but that, as a result of experience 
of the past diabetes fairs, blood sugar tests will be done only on 
persons showing glycosuria. Physicians, medical students, nurses, 
social workers, the general public, and other interested groups 
are invited to attend the fair. 


Malaria in 1954.— According to the U. §. Public Health Service, 
the Communicable Disease Center, Atlanta, Ga., has sum- 
marized findings of malaria cases reported in 1954, From Janu- 
ary through August 484 cases were reported, 211 in military 
personnel and 273 in civilians, the states reporting the largest 
number of cases (civilian and military) being Texas, Kentucky, 
California, North Carolina, and Georgia. Five other states 
reported more than 10 cases. In the same period of 1953 there 
were 995 cases and in 1952, 6,030. Of 66 civilian cases investi- 
gated for source of infection in 1954, 54 were considered as 
confirmed (4 were of local and 50 of foreign origin). In 1953, 
261 cases were investigated; of these, 197 were confirmed (28 
of local origin and 169 of foreign). Most cases occurring in the 
United States at present are found in either servicemen or ex- 
servicemen who apparently acquired their infection in Korea. 
Some cases have occurred in civilians who had been in malarious 
areas of Asia, Africa, West Indies, and other countries. One 
outbreak of malaria in 1952-1953 occurred in campfire girls in 
California. A few sporadic indigenous cases of malaria have 
also been reported and confirmed. So far in 1954, only four 
indigenous cases have been confirmed. 


Southwestern Medical Association.— The annual meeting of the 
Southwestern Medical Association will be held at the Hotel 
Paso del Norte, El Paso, Texas, Nov. 17 to 19. Guest speakers 
will include Drs. Edwin H. Ellison, associate professor of sur- 
gery, Ohio State University School of Medicine, Columbus: 
Harold B. Boyd, associate professor of orthopedic surgery, 
University of Tennessee School of Medicine, Memphis; Willard 
M. Allen, professor of obstetrics and gynecology, Washington 
University School of Medicine, St. Louis; Alfred E. Maumenee, 
professor of surgery in ophthalmology, Stanford University 
School of Medicine, San Francisco; Kinsey M. Simonton, associ- 
ate professor of otolaryngology in the Mayo Foundation, 
Rochester, Minn.; William Parson, professor of internal medi- 
cine, University of Virginia School of Medicine, Charlottesville: 
John H. Lamb, professor of dermatology, University of Okla- 
homa School of Medicine, Oklahoma City; M. Digby Leigh. 
chief of anesthesiology, Vancouver General Hospital, Van- 
couver, B. C.; Jerome W. Shilling, medical director, Pacific 
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Telephone and Telegraph Company, Los Angeles; and Mac F. 
Cahal, J.D., Kansas City, Mo., executive secretary, American 
Academy of General Practice. 


National Fund Grants for Medical Education.— Grants a 
$2.176,904.71, made possible by gifts from business and 

medical profession, were recently awarded to 74 ae 
schools ($15,000 plus $25 per undergraduate medical student) 
and to 6 two-year basic sciences schools ($7,500 plus $25 per 
student). Added to these grants were the gifts of individual physi- 
cians to designated schools. Fund grants, which are unrestricted, 
are used by the schools primarily to fill teaching vacancies, to 
create new faculty posts, and to initiate courses in areas of recent 
scientific advances. This year’s grants bring to $6,941,057.35 the 
total awarded to medical schools by the fund since 1951, when 
its first awards were made. In announcing the award, Mr. S. 
Sloan Colt, president, pointed out that the entire burden of 
training physicians to meet the medical and health needs of our 
160 million people rests on 80 medical schools; that free medical 
care valued at 100 million dollars is provided by the schools 
through their associated teaching hospitals and clinics; and that 
the medical schools provide continuation education for 49,000 
practicing physicians and conduct research projects costing 
nearly 32 million dollars. The National Fund for Medical Fduca- 
tion was formed in 1949 under the leadership of Presilent 
Dwicht D. Eisenhower, then president of Columbia University; 
former president Herbert Hoover, who is honorary chairman 
of the fund's board of trustees; James B. Conant, Ph.D., former 
president of Harvard University, now high commissioner to 
Germany; and other educators, university presidents, and busi- 
ness leaders. 


Surgeons Meet in Atlantic City—The 40th annual clinical 
of the American College of Surgeons will convene in 

Atlantic City, N. J.. Nov. 15 to 19. The i ial address, 
“Our Obligations and Opportunities,” will be delivered Friday 
evening by Dr. Alfred Blalock, Baltimore. The general sessions 
will open Monday, 10 a. m., with a panel discussion, “Benign 
Lesions of the Lower Esophagus.” Other panels scheduled for 
the general sessions will consider diverticulitis, hypothermia, 
hormonal balance in surgery, peripheral arterial disease, and the 
use and abuse of antibiotics in therapy. The traditional sym- 
posiums will be held as follows: Tuesday, 2-5 p. m., Symposium 
on Trauma; Wednesday, 2-5 p. m., Symposium on Cancer; and 
Thursday, 1:30-3 p. m., Symposium on Graduate Training in 
Surgery. Also during the general sessions, clinical pathological 
conferences will be held Monday and Wednesday, 1:30-3 p. m. 
At the president's evening, Monday, 8:30-10 p. m., the oration 
on trauma, “The Number Three Killer,” will be delivered by 
Dr. Robert H. Kennedy, New York, and the Martin Memorial 
lecture, “Horizons at Half Century,” by Dr. Alan Gregg, New 
York. A forum on fundamental surgical problems, in which 
conducting original and independent research 

present experimental work, will include the presentation of 228 
reports. Eight postgraduate courses have been scheduled. Every 
morning and afternoon operative clinics will be telecast in color 
(courtesy of Smith, Kline & French Laboratories, Philadelphia) 
from the Hospital of the University of Pennsylvania, Phila- 
delphia, to Convention Hall in Atlantic City. Ciné clinics in 
color (developed especially for the clinical congress by Davis & 
Geck, Inc., Danbury, Conn.) will be shown mornings, Tuesday 
through Friday. Gastric surgery is the topic of the Tuesday 
morning ciné panel. Independent film programs have been 
scheduled for many of the specialties and a general surgery ses- 
sion for Thursday morning. Thursday evening there will be a 
symposium in motion pictures, Surgical Problems.” 


Conference in Industrial Hygiene.—A conference that will seek 
to alert physicians to the industrial health problems of tomorrow 
will take place at the 19th annual meeting of the Industrial 
Hygiene Foundation at Mellon Institute, Pittsburgh, Nov. 17 
and 18. Dr. Oscar A. Sander, associate in medicine, Marquette 
University School of Medicine, Milwaukee, will preside, starting 
at 9:30 a. m. Wednesday. Dr. Francis B. Lanahan, Philadelphia, 
medical director, Electric Storage Battery Company, will outline 
problems that are likely to face physicians in industry in the 
months ahead. Hazards resulting from the increasing use of 
radioactive materials in industry will be analyzed by Paul E. 
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Smith Jr. of E. 1. duPont de Nemours & Company's Haskell 
laboratory for toxicology and industrial medicine and discussed 
by Dr. Allan J. Fleming, assistant medical director of E. 1. du 
Pont de Nemours & Company, Wilmington, Del. Dr. Melvin 
N. Newquist, medical director, the Texas Company, New York, 
will point out the need for a reevaluation of the physical exami- 
nation in industry with a view toward tailoring it to the new 
concepts and responsibilities of industrial medicine, and Dr. 
Otto T. Mallery Jr., director, Institute of Industrial Health, 
University of Michigan, Ann Arbor, will give the results of his 
work in this connection. Overweight in industry will be con- 
sidered by Dr. Joseph T. Beardwood Jr., Philadelphia, chairman, 
committee on employment, American Diabetes Association. 
During the main meeting program, Dr. Norbert J. Roberts, 
Philadelphia, medical director, Pennsylvania Railroad, will talk 
on horizons of industrial medical services; Dr. Donald A. Covalt, 
associate director, Institute of Physical Medicine and Rehabilita- 
tion, New York University-Bellevue Medical Center, will discuss 
rehabilitation; and Dr. C. Stewart Nash of the University of 
Rochester School of Medicine and Dentistry will give a medical 
evaluation of noise. Mr. A. L. Kirkpatrick, manager, insurance 
department, Chamber of Commerce of the United States, will 
speak on health insurance programs; Mr. Val Peterson, Wash- 
ington, D. C., administrator of federal civil defense and former 
governor of the state of Nebraska, will present a practical 
approach to the problem of plant protection and post-attack 
defense measures; and Richard D. Hoak, Ph.D., Mellon Institute, 
will discuss the significance of industrial wastes. Members of the 
American Medical Association who wish to attend may secure 
admission by direct communication with the foundation. 


CANADA 
Phi Delta Lecture.—The Alpha Sigma chapter of Phi 
Delta Epsilon at the University of Toronto School of Medicine 
will hold its seventh annual lectureship on Nov. 15. Dr. Alexan- 
der Wiener, New York, will discuss “Recent Advances in the 
Rh Field.” 


CORRECTION 

Nitrofurantoin.—In THe Journat for Aug. 21, 1954, page 1473 
(Hasen, H. B., and Moore, T. D.: Nitrofurantoin), a line was 
omitted from table 3 that contained the following information. 
Of five patients treated with from 7.6 to 10 mg. of nitrofuran- 
toin per kilogram of body weight per day, one had the side-effect 
of nausea without vomiting and one, dizziness. In the same 
article, in the third paragraph on page 1471, reference is made 
to 10 meg. tablets, which should have been 10 mg. tablets of 
nitrofurantoin for use with sensitivity tests. 


MEETINGS | 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, $35 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Mecting, Miami, Fla., Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-38. 
Nationa, Mepicat Pustic Retations Conrerence, McAllister Hotel, 


Miami, Fia., Nov. 28. Mr. Leo E. Brown, $35 North Dearborn St., Chi- 
cago 10, Director. 


Amenican Acapemy of Dentat Mepicrve, Hotel Statler, New York, 
Dec. 5. Dr. William M. Greenhut, 124 East 84th St.. New York 28, 
Secretary. 


Amenican Acapemy of Deamato.ocy anp Palmer House, 
Chicago, Dec. 4-9. Dr. J. E. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary. 


Ameaican AcCaDemy oF anp Palmer House, 
Dec. 14. Dr. Paul Hodgkinson, 116 South Michigan Ave., Chicago 3, 
Secretary. 
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SurGtons, City, N. J. 


AMpaican COLLEGE OF Convention Hall, Atlantic 
Nov. “16-19. Se. 40 Gen Chicago 11, 


Secretary. 


American Concerss on Onstetaics ann Gywecotocy, Palmer House, 
Dec. 13-17. Dr. R. Gordon Douglas, “116 South Michigan Ave., Chicago 
3, General Chairman. 

Association for Restaacn m Nervous anp Mentat Drestases, Hotel 
Roosevelt, New York, Dec. 10-11. Dr. C. C. Hare, 710 West 168th 
Street, New York 32, Secretary. 


Association oF Mrirrary Surcrons of THe Unrrep States, Hotel Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 

or Strate Orricers, Hotel Wash- 
ington, Washington, D. C.. Dec. 6-10. Dr. Frankiin D. Yoder, State 
Board a Health, Cheyenne, Wyo., Secretary. 

Conrerence on Myastuenta Gaavis, University of Pennsylvania School 

Mrs. Agnes K. Peterson, 2 East 
103rd St... New York 29, Executive x 

Logica Socrery, Hotel Warwick, Jan. 7. Dr. Benjamin H. 
Shuster, 1824 Pine St. Philadelphia 3, 


28-30. Dr. Nathan W. Baines C City Hospitals, Baltimore 24, 
Secretary. 

INDUstRIAL HyGrenet FounDation of America, Metion Institute, Pittsburgh, 
Nov. 17-18 Dr. C. Richard Walmer, Mellon Institute, Pittsburgh 13, 
Managing Director. 

Mepicat Society Executives Conrerence, Everglades 
Nov. 29. Mr. William H. Bartieson 
Mo., Secretary. 

Noetn Cenreat Mepicat Conrerence, Hotel St. Paul, St. Paul, Nov. 14. 
Mr. R. R. Rosell, 496 Lowry Medical Arts Bidg., St. Paul 2, Secretary. 


Puerto Rico Mepicat Association, Santurce, Dec. 8-12. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 


Rapro.ocicat Soctety of Noatn America, Biltmore Hotel, Los Angeles, 
Dec. 5-10. Dr. Donald S. Childs, 713 East Genesee St, Syracuse 2, 
N. Y., Secretary. 


Meetincs, Ampaican oF Prysicians: 


Hotel, Miami, Fia., 
, 30% Gillham Road, Kansas City 8, 


Western New York, Syracuse, Nov. 19. Dr. Edward C. Reifenstein, 
109 South Warren St., Syracuse 2, Governor. 


Srasoarp Mepicat Assoctation, Hotel Cherry, Wilson, N. C., Nov. 14-16. 
Dr. James M. Habel Jr., 191 Bosley Ave., Suffolk, Va., Secretary. 


Soutntan Surcicat Association, Hollywood Beach Hotel, Hollywood, 
Fla., Dec. 74. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 


Westean Surcicat Association, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-44. Dr. Michael L. Mason, 154 East Erie St.. Chicago 11, Secre- 
tary. 


FOREIGN AND INTERNATIONAL 

Commonweattn ann Tusercutosis Conrraence, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 


Conoarss OF INTERNATIONAL ASSOCIATION OF APPLIED Psycnotooy, Lon- 
don, England, July 18-23, 1955. Dr. C. B. a bg em Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 


Conoeess oF INTERNATIONAL ASSOCIATION OF London, 
England, July 18-23, 1955. For information write: Dr. C. B. Frisby, 
Director, National Institute of Industrial Psychology, 14 Welbeck St., 
London, W. 1, England. 


Conoreess or THe Diaseres Feperation, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 


European Concarss on Rueumatism, Scheveningen, The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 


Heattn Concarss of tHe Rovat Instrrute, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, $.W.1, England, Secretary. 


Concaess of Raprotocy, Shoreham Hotel, Washington, 
D.C , U. S. A, April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
oe Philadeiphia 4, Pa., U. S. A., Secretary-General. 

INTER- 


St., 

AMERICAN Session, of Surceons, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
East Erie St., Chicago 11, lL, U. S. A, 
Secretary 


Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St., Ann Arbor, Governor. 

SouTHWEsTEeRN Mepicat Assoctation, Hotel Paso del Norte, El Paso, 
Texas, Nov. 17-19. Dr. Celso C. Stapp, 800 Montana St., El Paso, 
Texas, Secretary 
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INTERNATIONAL Cowoness, Paris, France, July 25-30, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary -General 


INTERNATIONAL Conceess oF Broctemistay, Brussels, Belgium, Aug 1-4, 
1955. Prof. C. Liebecq, 17 Place Delicour, Liege. Belgium, Secretary- 
Genera! 


Concarss of Companative Parnotooy, Lausanne, Switzer- 
land. May 26-31, 1955. Professor HMauduroy, 19 rue Cesar Rows, 
Lausanne, Switzerland, Secretary-eneral. 


INTPRNATIONAL Concerss oF London, England, Sept. 4-10, 
1955. For information write: Dr. Carroll, 28 Weymouth St., London, 
W.1, England. 


Conoarss oF Piastic Surcery, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala. Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary 


Hosprrat Conceess, Lucerne, Switzerland, May 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Ojd 
Jewry. London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL SocteTY oF AUDIOLOGY, Special Congress, Buenos Aires. 
Argentina, S. A.. Nov. 26-30, 1954. For information write: Dr. Aldo 
G. Remorino. ©. Direccion General de Politica Sanitaria Internacional, 
Paseo Colon 367, 10° Piso, Buenos Aires, Argentina, S. A. 


Concerss, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Mlinois, 
U. S. A. Secretary4seneral. 


INTPRNATIONAL SyMPostUM on Henry Ford 
Hospital, Detroit, Michigan, U.S.A., March 17-19, 1955. Dr. Conrad R. 
Lam, 2799 West Grand Boulevard, Detroit 2, Michigan, U.S.A., Chair- 
man of Program Committee. 


INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OnsTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, Jume 27-28, 1955. Dr. Jacques 
Courtois, 1, rue Racine, Saint-iermain-en-Laye (S & ©), France, Sec- 
retary-General. 


Japan Mepwat Cowncarss, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto. Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 


Late Ameparcan Concarss of Prysicat Mepicise, Lima, Peru, A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 7ist St. New 
York 21, N. Y.. U. S. A., Executive Director. 


Mippie East Mepicat Assemery, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24, 1955. Dr. John L. Wilson, Ameri- 
can University of Beirut, Beirut, Lebanon, Chairman. 


Natironat Concerss oF TURPRCULOSIS aND Mexico. 
Mexico, Jan. 23-29, 1955. Dr. Jose Nava Gonzalez, Balderas 3212, pa 
Postal 7267, Mexico, D.F., Mexico, Secretary General 


Symposium, London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, Eng- 
land, Secretary. 


Pan-American Acapemy of Paactece, Lima, Peru, S. A. Feb. 
11-25, 1955. Dr. Arturo Martinez, $4 East 7ind St.. New York 21, 
Y., U. S. Secretary. 


Pan Ampnican Concerss oF Expocamotooy, Santiago, Chile, S. Nov. 
21-27, 1954. Dr. Arturo Atria, Casilla 70-D, Santiago, Chile, S$. A., 
Secretary <seneral. 


Woaip Mepicat Association, Vienna, Austria, Sept. 20-26, 1955. Dr. 
Louis H. Bawer, 45 East 46th St.. New York 17, N. Y., U. S. A, 
Secretary -General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 
Examination. Montgomery, June 21-23. Dr. D. G. Gill, 
$37 Dexter Ave.. Montgomery 4. 


Anizona:* Examination and Reciprocity. Phoenix, Jan. 12-14, 1955, and 
April 13-15, 1955. Ex. Sec.. Mr. Robert Carpenter, 401 Security Bidg. 
Phoenix. 


Agkansas:* Eclectic. Examination and Reciprocity. Little Rock, Dec. 8-9. 
Sec., Dr. O. L. Atkinson, 2528 Central Ave., Hot Springs National Park. 

Catwoanu: Oral. Los Angeles, Nov. 20. Oral and Clinical Examination 
jor Foreign Medical Scheel Graduates. Sec., Dr. Louis E. Jones, 1020 N 
Sueet, Sacramento. 

Co.osapo:* Examination. Denver, Dec. 7-4. Exec. Sec, Mrs. B. H. 
Hudgens, 831 Republic Bidg., Denver 2. 
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Cowsecticut:* Examination. Hartford, Nov. 9-10. Sec., Dr. Creighton 
Barker, 160 St. Ronan St... New Haven. Homeopathic. Derby, Nov. 9-10. 
Sec.. Dr. Donald A. Davis, 38 Elizabeth St.. Derby. 

Drtawaat: Examination and Reciprocity. Dover, Jan. 11-13, 1955. Sec., 
Dr J. 8. McDaniel, 229 So. State St.. Dover. 


2. Sec., Dr. Homer Pearson, 


Ficama:* Examination. Jacksonville, Nov. 21-2 
NW. 17th Miami 

Ipano: Examination and Endorsement. Boise, Jan. 10-12, 1955. Exec. Sec., 
Mr. Armand L. Bird, “4 Sonna Bide. Boise. 

lows:* Examination. Des Moines, Dec. 6-8. Exec. Sec., Mr. Ronald V. Saf, 
New State Office Bide. Des Moines 19. 

Kansas: Examination and Reciprocity. Topeka, Dec. 8-9. Sec. Dr. O. W. 
Davidson, 872 New Brotherhood Bidg.. Kansas City. 

Kentucky: Examination. Louisville, Dec. 6-8. Asst. Sec., Mr. R. F. Dixon, 
620 S. 3rd St.. Lowisville. 

Lourstana: Examination and Reciprocity. New Orleans, Dec. 2-4. Sec., 
Dr. Edwin H. Lawson, 990 Hibernia Bank Bidg.. New Orleans 12. 

Maiwt: Examination and Endorsement. Portiand, Nov. 9-10. Sec. Dr. 
Adam P. Leighton, 192 State St., Portland. 

Maayiann: Regular, Examination. Baltimore, Dec. 14-17. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St.. Baltimore 1. Homeopathic. Baltimore, 
Dec. 14. Sec., Dr. Robert H. Reddick, R.D. 52, Cambridge. 

Massachuserrs: Examination. Boston, Jan. 18-21, 1955. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

Misstsstept: Reciprocity. Jackson, December. Asst. Sec., Dr. R. Whitfield, 
Old Capitol, Jackson 113. 

Nesaaska:* Examination. Omaha, June, 1955. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, State Capitol Bidg.. Room 1009, 
Lincoln 9. 

New York: Examination. New York City, Albany, Buffalo, and Syracuse, 
Feb. 15-18, 1955. Sec., Dr. Stiles D. Evel, 23 S. Pearl St.. Albany 7. 
Noatn Dakota: Examination. Grand Forks, Jan. 1955. Reciprocity. 

Grand Forks, Jan. & Sec.. Dr. C. J. Glaspel, Grafton. 

Onto: Leamination. Columbus, Dec. 13-15. Reciprocity. Sec.. Dr. H. M. 
Platter, Wyandotte Bidg.. Columbus 15. 

Oklahoma City, June 7-8. Sec. Dr. C. Gal- 
lagher, 813 Braniff Bidg.. Oklahoma City. 

Onvoon:* Examination and Reciprocity. Portland, Ex. Sec., Mr. 
Howard 1. Bobbitt, 609 Failing Bidg.. Portland 

Examination. Philadelphia, Acting Sec., Mrs. 
Marguerite B. Steiner, Box 911, Harrisburg. 

M. H. Crabb, 1714 Medical Arts Bidg.. Fort W 

Uran: Reciprocity. Sat Lake City, Nov. 16. Department of 
Registration, Mr. Prank E. Lees, 324 State Capitol Bidg., Salt Lake City. 

Vimomwnu: Examination. Richmond, Dec. 911. Reciprocity. Richmond, 

8. : Board of Medical Examiners, 631 First St. S.W., 
Roanoke. 

Wiscowsis:* Examination and Reciprocity. Madison, Jan. 11-13. Sec., Dr. 
Thomas W. Tormey, Jr.. Room 1140, State Office Bidg.. Madison 2. 
Wvrommc: Examination and Reciprocity. Cheyenne, Feb. 7. Sec. Dr. 

Franklin D. Yoder, State Office Bidg.. Cheyenne. 

Acaska:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
Juneau. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 
Hawa: Examination. Honolulu, Jan. 10-13. Sec., Dr. L. Tilden, 1020 

Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Ataska: On application. Juneau of other towns in ‘oy as decided 
by Board. Reciprocity. On application. Sec.. Dr. Earl Albrecht, 
Box 1931, Juneau. 


Minnesota: Examination. Minneapolis, Jan. 4-5, 1955. Sec., Dr. Raymond 
N. Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 
Oxtanoma: Oklahoma City, April 7-8, 1955. Sec.. Dr. C. Gallagher, 813 

Branift Bidg., Oklahoma City. 

Onvoon: Examination. Portland, Dec. 4, 1954, and March $, June 4, Sept. 
10, and Dec. 3, 1955. Sec., Mr. Charles D. Byrne, State Board of Higher 
Education, Eugene. 

Ruope Istanp: Examination. Providence, Nov. 10. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

Sourn Dakota: Examination. Vermillion, Dec. 3-4. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

Wisconsin: Examination. Milwaukee, Dec. 4, Mad'son, March 12. Sec., 
Mr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 


DEATHS 


® Due West, S. C.; born in Due West 


Pressly, William Lowry 

Dec. 2, 1887; Atlanta College of Physicians and Surgeons, 1912; 
five year term, from 1949 to 1954, member of the Council 
edical Education and Hospitals of the American Medical 
' gold medal by the 


by a general practitioner”; councilor of the South Carolina 
Medical Association from 1933 to 1940, when he was elected 
president; past president of the Abbeville County Medical 
Society; formerly vice president of the Tri-State Medical Associ- 
ation of the Carolinas and Virginia; served as chairman of the 
general practice section and member of the executive committee 
of the council of the Southern Medical Association; formerly 
chairman of the general practice section of the South Carolina 
Academy of General Practice; for many years member of the 
executive committee of the South Carolina State Board of 
Health; served during World War 1; during World War Il state 
head of the Procurement and Assignment Service; physician and 
for many years trustee for Erskine College, where in October, 
1948, he received the honorary degree of doctor of “ for his 
“great humanitarian work”; died Sept. 27, aged 66, of 
tumor. 


Campbell, MacKenzie # Grand Rapids, Mich.; born 
in 1873; Detroit College of Medicine, 1896; specialist certified 
by the American Board of Obstetrics and Gynecology; member 
of the American Association of Obstetricians, Gynecologists, 
and Abdominal Surgeons and the American Gynecological 
Society; fellow of the American College of Surgeons; served 
during World War I; for many years chairman of the maternal 
health committee of the state medical society; in 1939 was 
appointed full time consultant to the bureau of maternal and 
child health of the state department of health; formerly con- 
sultant on obstetrics for the U. S. Public Health Service and a 
special lecturer for the University of Michigan, Ann Arbor, on 
maternal welfare: affiliated with the Blodgett Memorial Hospital; 
died in Michillinda Aug. 25, aged 81. 

Beckman, Henry Frederick @ Indianapolis; born in Kendallville, 
Ind., March 5, 1876; Northwestern University Medical School, 
Chicago, 1904; professor emeritus of obstetrics at the Indiana 
University School of Medicine; specialist certified by the Ameri- 
can Board of Obstetrics and Gynecology; fellow of the American 
College of Surgeons; served on the staffs of the William H. Cole- 
man Hospital tor Women, City Hospital, Methodist Hospital, 
and St. Vincent's Hospital; in 1938 was presented with the annual 
award of merit of the Northwestern University Alumni Associ- 
ation; died in the Robert W. Long Hospital Oct. 5, aged 78, of 
coronary occlusion and diabetes mellitus. 


Steele, Andrew Burt © Lewistown, Pa.; State University of lowa 
College of Medicine, lowa City, 1935; member of the American 
Psychiatric Association; at one time affiliated with the U. S. 
Public Health Service; served during World War Il; in 1940 
resigned as clinical director of the Western State Hospital in 
Hopkinsville, Ky., to join the staff of the Indiana State Welfare 
Department; at one time neuropsychiatric consultant for the 
Veterans Administration Facility in Walla Walla, Wash.; on the 
staff of the Lewistown Hospital; died Sept. 4, aged 41, of cere- 
bral hemorrhage. 


Bassett, Lavern Clark # Dunellen, N. J.; the Hahnemann Medi- 
cal College and Hospital, Chicago, 1910; served during World 
War I; affiliated with Muhlenberg Hospital in Plainfield; past 
president of the Dunellen Rotary Club; died Sept. 20, aged 74, 
of lymphosarcoma. 

Bates, Uri C. @ Seattle; Detroit College of Medicine, 1897; 
fellow of the American College of Surgeons; an Associate of 
the American Medical Association; formerly associated with 
the U. S. Public Health Service; consultant, U. S. Public Health 


@ Indicates Member of the American Medical Association. 


Service Hospital; for many years member of the staff of Provi- 
dence Hospital, where he died Sept. 17, aged 78, of diabetes 
mellitus and arteriosclerotic heart disease. 


Beebe, Loran Whittemore, Superior, Wis.; Rush Medical College, 
Chicago, 1891; affiliated with St. Joseph's Hospital and St. Mary's 
Hospital, where he died July 14, aged 89. 


Berg, Joseph ® New York City; Long Island College 
Brooklyn, 1927; member of the city health department; affiliated 
with University and Bellevue hospitals; died June 6, aged 49, of 
carcinoma. 


Boch, Joseph © Brightwaters, N. Y.; Harvard Medical School, 
Boston, 1919; formerly assistant superintendent of the National 
Jewish Hospital in Denver; served during World War Il; at one 
time associated with the U. S. Veterans Bureau; died July 17, 
aged 66, of coronary occlusion. 


Budge, Edwin Stratford, North Hollywood, Calif.; Northwestern 
University Medical School, Chicago, 1909; specialist certified by 
the American Board of Otolaryngology; at one time on the 
faculty of College of Medical Evangelists in Loma Linda and 
Los Angeles; on the staffs of the Presbyterian Hospital-Olmsted 
Memorial, St. Vincent's Hospital, and Cedars of Lebanon Hos- 
pital; died July 21, aged 78, of carcinoma of the pancreas. 


Burr, James Green, Grand Rapids, Mich.; Baltimore University 
School of Medicine, 1893; died Sept. 1, aged 88. 


Cain, Cornelius Rice © Chicago; University of IMlinois College 
of Medicine, Chicago, 1928; served during World War II; died 
Oct. 2, aged $5, of coronary thrombosis. 


Robert, Cincinnati; Medical College of Ohio, Cincin- 
nati, 1890; at one time on the faculty of his alma mater; past 
president of the Ohio State Medical Association and the Cincin- 
nati Academy of Medicine; fellow of the Southern Surgical 
Association and the American College of Surgeons; member of 
the Clinical Orthopaedic Society; specialist certified by the 
American Board of Surgery; served on the staffs of C hildren’s 
and Cincinnati General hospitals and the Good 
Hospital, where he died Sept. 24, aged 90. 

Carrick, James C. @ Lexington, Ky.; Hospital College of 
Medicine, Louisville, 1889; for many years served as president 
of the city board of health; chief college physician at the 
Transylvania College, where he was chairman emeritus of the 
executive committee of the board of curators; affiliated with the 
Good Samaritan Hospital; director of the First National Bank 
& Trust Company; died Sept. 19, aged 86, of arteriosclerosis. 


Carson, Simeon Lewis, Washington, D. C.; University of Mich- 
igan Department of Medicine and Surgery, Ann Arbor, 1903; 
formerly clinical professor of surgery at Howard University 
College of Medicine; served on the staff of Freedmen’s Hospital; 
died in the George Washington University Hospital Sept. 8, aged 
72, of carcinoma of the stomach. 


Murat Halstead @ Logan, Ohio: Ohio Medical 
University, Columbus, 1903; for many years secretary-treasurer 
of the Hocking County Medical Society; died Sept. 20, aged 77, 
of a heart attack. 


Davis, Hugh Jefferson ® Washington, D. C.; born in Woodville, 
Miss., March 16, 1889; University of Texas School of Medicine, 
Galveston, 1916; formerly professor of clinical pediatrics at the 
Georgetown University School of Medicine; specialist certified 
by the American Board of Pediatrics; member of the American 
Academy of Pediatrics; served during World War I; international 
educational consultant for the Children’s Bureau, Department 
of Health, Education, and Welfare; chief of staff, Children’s 
Hospital; died Sept. 5, aged 65, of coronary thrombosis. 
DeCourcy, Paul, Cincinnati; Medical College of Ohio, Cincin- 
nati, 1902; died in the Good Samaritan Hospital Sept. 25, 
aged 75. 
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Doane, Frank Lewis # Red Bluff, Calif.; aa Medical 
College, San Francisco, 1903; on the staff of the Letterman 
General Hospital in San Francisco during World War I; died in 
Crescent City Sept. 2, aged 80. 


Driver, Jesse Walter @ Perry, Okla; Rush Medical College, 
Chicago, 1932; affiliated with Enid (Okla.) General Hospital and 
the Perry Memorial Hospital, where he died Sept. 19, aged 56, 
of cerebral hemorrhage. 


. Russell Duane * Independence, Mo.; University 
of Kansas School of Medicine, Kansas City, 1931; served as vice- 
president of the Kansas City Obstetrical and Gynecological 
Society; on the staff of I Sanitarium and Hospital; 
died Sept. 12, aged $4, of a fractured skull and fractured ribs 
due to an automobile accident. 


Fires, Irby Warnick @ San Antonio, Texas; Baylor University 
College of Medicine, Dallas, 1920; affiliated with Veterans 
Administration; died Sept. 10, aged 61. 

Fooks, Carleton Cannon @ Milford, Del.; Jefferson Medical 
College of Philadelphia, 1927; died Sept. 14, aged 63, of 
coronary disease. 

Friedland, Simon, Brooklyn, N. Y.; Long Island College Hos- 
pital, Brooklyn, 1913; formerly a pharmacist; died in Wap- 
pinger Falls Sept. 28, aged 72, of coronary thrombosis. 


Fritz, Frank Alfred, Barberton, Ohio; Ohio State University 
College of Medicine, Columbus, 1928; served during World 
War |; on the courtesy staff, Peoples Hospital, Akron; on the 
staff of the Citizens Hospital, where he died Sept. 10, aged $4, 
of myocardial infarction, pulmonary infarction, and diabetes 
mellitus. 


Gilmore, Louis Leonard, Vincennes, Ind; Eclectic Medical 
Institute, Cincinnati, 1899; served as county coroner; on the 
staff of the Good Samaritan Hospital, where he died July 15, 
aged 78, of congestive heart failure. 


Grace, Roderick Vincent, New York City; Columbia University 
College of Physicians and Surgeons, New York, 1911; founder 
member of the American Board of Surgery; formerly on the 
faculty of his alma mater; member of the American Surgical 
Association; served in France during World War 1; consultant 
at the Morristown (N. J.) Memorial Hospital, Hospital for 
Special Surgery, and the Bellevue Hospital; affiliated with the 
Doctors Hospital, where he died Sept. 27, aged 69, of carcinoma 
of the prostate with metastases. 


Grant, Charles Loring # Manisice, Mich.; Saginaw (Mich.) 
Valley Medical College, 1902; served as president and secretary 
of the Manistee County Medical Society; on the staff of Mercy 
Community Hospital, where he died Sept. 2, aged 73, of car- 
cinoma of the prostate. 


Green, Harry ® Tulsa, Okla.; University of Tennessee College 
of Medicine, Memphis, 1920; member of the American Academy 
of Dermatology and Syphilology; served as a major in the 
Army Medical Corps during World War I in the Philippines 
and the Pacific theater; on the staff of Hillcrest Memorial 
Hospital; died Sept. 7, aged $7, of a heart attack. 


Hall, William Eugene ® Colonel, U. S. Army, retired, Massillon, 
Ohio; Barnes Medical College, St. Louis, 1900; fellow of the 
American College of Surgeons; entered the Medical Corps of 
the U. S. Army in 1912 as a first lieutenant; promoted to colonel 
in May, 1938; retired Oct. 31, 1940; formerly city health officer; 
affiliated with Massillon City Hospital, where he died July 10, 
aged 78, of lobar pneumonia. 


Hastie, ima Anitra Thorpe, Harlan, Ky.; Washington University 
School of Medicine, St. Louis, 1930; died in Pineville Sept. 12, 
aged $3, of injuries received in an automobile accident. 


Hecht, Mannie Charles Wilmette, College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Ilinois, 1907; died Sept. 23, aged 70, of adenocarcinoma of 
the lung. 

Hedrick, Erland Harold, Beckley, W. Va.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1917; past president of the Raleigh County Medical 


J.A.M.A., Nov. 13, 1984 


Society; served during World War I; es SS 
health officer; at one time congressman; formerly superintendent 

of the Pinecrest Sanitarium; died Sept. 20, aged 60, of congestive 
heart failure. 


Jewett, Lawrence Emmett, Kansas City, Mo.; Indiana Medical 
College, School of Medicine of Purdue University, | 
1906; member of the Indiana State Medical Association; served 

during World War I; died Aug. 7, aged 81. 


Kadisch, Ernst Louis ® Westwood, N. J.; Albert-Ludwigs- 
Universitit Medizinische Fakultét, Freiburg, Baden, Germany, 
1922; formerly affiliated with the skin and cancer unit of the 
University Hospital and the Montefiore Hospital in New York 
City; died in the Lenox Hill Hospital in New York City Sept. 28, 
aged $7, of carcinoma of the lung. 


Kent, Charles Mark ® New York City; Universita Karlova 
Fakulta Lékarska, Prague, Czechoslovakia, 1914; on the staff 
of the Beth David Hospital and the Park East Hospital, where 
he died Aug. 14, aged 64, of carcinoma of the stomach. 


Long, Clymer Alfred ® Freeport, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1930; certified 
by the National Board of Medical Examiners; served during 
World War Il; on the staff of the South Nassau Communities 
Hospital in Rockville Centre, N. Y.; aged 50; drowned while on 
a vacation in Wells, Vt., when his motorboat capsized in Lake 
St. Catherine. 


McCaughey, Robert Stanton ® Danville, Ili.; Rush Medical 
College, Chicago, 1902; formerly on the faculty of his alma 
mater; specialist certified by the American Board of Internal 
Medicine; an Associate Fellow of the American Medical Associ- 
ation; fellow of the American College of Physicians; served 
during World War 1; affiliated with St. Elizabeth Hospital and 
Lake View Hospital, where he died Aug. 9, aged 78, of pul- 
monary embolus, after fracture of a hip. 

Minter, Paul Edward ® Wilmetic, Ill.; Northwestern University 
Medical School, Chicago, 1939; affiliated with Evanston (Ill) 
Hospital; died Sept. 24, aged 40, of diffuse myocardial fibrosis. 
Neumann, Virgil Frank, Battle Creek, Mich.; University of 
Michigan Medical School, Ann Arbor, 1929; fellow of the 
American College of Physicians; served on the staff of the 
Saginaw (Mich.) County Hospital; newly appointed medical 
director of the American Legion Hospital; died Sept. 1, aged 52, 
of acute myocardial failure. 

Nichols, ® Manchester, Ky.; University of Louis- 
ville School of Medicine, 1937; member of the American Acad- 
emy of General Practice; served during World War Hl; died in 
the Veterans Administration Hospital, Lexington, Aug. 18, aged 
40, of pulmonary atelectasis. 


Owen, Herndon Gaines, Quinton, Ala.; University of Alabama 
School of Medicine, 1908; died in Birmingham Sept. 11, aged 
79, of cerebral arteriosclerosis and arteriosclerotic heart disease. 
Pugsley, Robert Daniel, Los Angeles; University of Minnesota 
Medical School, Minneapolis, 1953; interned at Swedish Hospital 
in Seattle; resident physician at California Hospital; died Aug. 
13, aged 26, of injuries received in an automobile accident. 
Raby, William Greenville, Paris, Tenn.; Reliance Medical 
College, Chicago, 1911; on the courtesy staff at Henry County 
General Hospital, where he died Sept. 2, aged 67, of cerebral 
hemorrhage. 


Remig, John Heary * Philadelphia; Jefferson Medical College 
of Philadelphia, 1891; formerly city councilman and coroner's 
physician; served as chief medical examiner for the State Bureau 
of Narcotics and recently received an honorary scroll for 25 
years of meritorious service; died in the Jefferson Hospital 
Sept. 16, aged 83, of carcinoma of the rectum. 

Stewart, Robert Hardy @ Galva, Ill.; Chicago College of Medi- 
cine and Surgery, 1911; died in Kewanee recently, aged 73. 


Wright, Galen Rowe, Dansville, N. Y.; Medico-Chirurgical 
College of Philadelphia, 1901; died in Dansville Memorial 
Hospital July 3, aged 75, of cerebral hemorrhage and arterio- 
sclerosis. 
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AUSTRIA 
Meeting on Gynecology and Obstetrics.— At the meeting of the 
Austrian Society for Gynecology and Obstetrics held in June in 
Innsbruck, Dr. H. Hussicin of Vienna spoke on the anatomic, 
functional, and psychic causes of sterility in women. The cur- 
rent prevalance of hypoplasia of the uterus is one of the chief 
causes of sterility. Dr. H. Tulzer of Vienna spoke on the im- 
ance of the male factor in the evaluation of sterile marriages. 
He differentiated between sterility due to abnormal placement of 
the semen and that in which the quality of the semen is defec- 
tive. He called attention to the relatively slight chances of effec- 
tive therapy and to the value of prophylaxis. Dr. H. Rauscher of 
Vienna stated that the finding of a corpus luteum that is less 
than 24 hours old is necessary for the critical evaluation of the 
chronological relation between the day of ovulation and the 
occurrence of signs indicating ovulation. He established the age 
of a follicle and of two corpus luteums that were obtained dur- 
ing operations on the basis of changes in the cervix or on a 
cervical smear. On the day when the cervix indicated the peak 
effect of the follicular hormone, the histological condition of 
the wall of the follicle removed from the ovary was such as is 
observed only in follicles about to rupture. On the day after 
the peak of hormonal action of the follicle, as indicated in the 
cervix and in the smear, corpus luteums whose age seemed to 
be much less than 24 hours were obtained. These observations 
widen the basis for the concept of the chronological relation 
between peak effect of hormonal action of the follicle evidenced 
in the smear and the day of ovulation. It suggests that in cycles 
in which ovulation occurs this event presumably takes place 
normally within the 24 hours preceding the time at which, after 
the phase of preovulatorily increased estrogenic activity, the 
cervix and/or the smear for the first time show signs of a de- 
crease in the follicular hormonal effect. 

Dr. Bernard Iréne of Bordeaux reported his observations on 
163 women who were treated for sterility. Of 74 with inflamma- 
tory processes 9 became pregnant; in 106, in whom insufflation 
of the tubes had to be carried out, 10 pregnancies resulted; in 
56 who were treated with hormone therapy 8 pregnancies re- 
sulted; in 27 subjected to artificial insemination 10 pregnancies 
resulted; and in 6 in whom surgical interventions were carried 
out one pregnancy resulted. In all, 38 women (23.3%) became 
pregnant. Dr. V. Griinberger of Vienna reported a series of 
809 sterile women 63 of whom (7.7%) became pregnant. In 15, 
pregnancy occurred after the fertile days had been established; 
in 8 it occurred after the establishment of the fertile days and 
the addition of estrogenic hormone treatment; and in 7 it 
occurred after exact determination of ovulation for the purpose 
of carrying out a Sims-Huhner test. In those patients with dis- 
turbances of the menstrual cycle, pregnancy resulted in cight 
after regulation of the cycle by means of estrogenic and corpus 
luteum hormone therapy either alone or in combination; in 
five pregnancy resulted in the cycle that followed the taking of 
a streak curettage, two women became pregnant immediately 
after a hyster graphy; and one pregnancy each resulted 
after the healing of a a cervical erosion by electrocoagulation and 
after treatment for obesity. In these 47 women the onset of 
pregnancy apparently was connected with conservative thera- 
peutic measures, whereas in the remaining 16 cases the preg- 
nancy occurred without therapy. 

Dr. H. Leeb of Vienna emphasized the importance of early 
and thorough examination of the male partner in childless mar- 
riages. He concluded that only the combined consideration of 
the concentration of spermatozoa, their motility, and their 
quality as well as morphology permit an adequate evaluation of 
the fertility of the sperm. Dr. Ohlinger stated that at the 
University Women’s Clinic in Innsbruck salpingography is pre- 


The items in these letters are contributed by regular correspondents in the 
countries. 


various foreign 


ferred to all other methods of examination for the patency of 
the uterine tubes. Water soluble viscous loduron-S (an iodine 
contrast medium to which sodium carboxymethylcelluose has 
been added) has been used in his clinic in recent years almost 
exclusively for this examination. From 1942 to 1952 inclusive 
a contrast medium was used in 81 women, 47 with primary and 
34 with secondary sterility. In 29 of these patients a blockage 
of the tubes was established. The localization of the salpin- 
gemphraxis was as follows: ampullary closure in 15, closure 
of the uterus in 8, closure of the isthmus in 5, and peritubal 
closure in one. Pregnancy resulted in 26 of the women who had 
been subjected to salpingography. This suggests that salpingog- 
raphy probably exerts a therapeutic effect in many cases, but 
it is difficult to estimate in how many cases this actually occurs, 
because the results may be influenced by the indications for the 
examination. 

Carcinoma of the Uterus.—Dr. E. Schwach of Vienna stated 
that the radical excision of the pelvic connective tissue as well as 
of the lymph nodes is the method of choice in the treatment of 
carcinoma of the uterine cervix. He advises against percutaneous 
irradiation after operation. Dr. H. Heidler of Vienna said that 
neoplasms of the body of the uterus should be removed through 
an abdominal incision, because it is often impossible to remove 
one or both of the ovaries with the vaginal approach. Dr. H. 
Kofler of Vienna pointed out that at the first Women's Clinic 
of the University of Vienna, under the directorship of Amreich 
during the years 1936 to 1944, the vaginal approach was chiefly 
used in carcinoma of the body of the uterus. Later, under An- 
toine, this type of cancer was generally operated on by laparot- 
omy, and this approach resulted in a five year cure rate of 67%. 
Because carcinoma may develop in the ovaries after a period of 
three to six years, he agreed that the ovaries should always be 
removed in operations for carcinoma of the uterus. Dr. H. Palm- 
rich of Vienna gave another reason why abdominal total extir- 
pation is the operation of choice in carcinoma of the body of the 
uterus. Frequently it can be ascertained only at laparotomy that 
cancer of the body of the uterus has already extended to the 
cervix. It is then possible to resort at once to radical hysterec- 
tomy (Wertheim’s operation). In this connection he also pointed 
out that Pratt, Falls, and others regard radical hysterectomy as 
generally indicated for cancer of the body of the uterus, and they 
believe that this operation improves the five year cure rate. These 
physicians perform a “small” Wertheim's operation in which 
only small portions of the parametria and of the vagina are 
removed. 


Clonorchiasis..— At the scientific meeting of the Society of Phy- 
sicians held in Vienna on June 25, Dr. R. P. Konigstein presented 
two cases of clonorchiasis. The occurrence of infestation with 
Clonorchis sinensis in Austria was shown by two patients who 
were observed at the department for diseases of metabolism of 
the City Hospital in Vienna-Lainz. During the war years the 
patients had gone to China. The epidemic occurrence of clonor- 
chiasis among refugees from Central Europe was observed in 
Shanghai in 1946. Since the disease was not always recognized, as 
in the speaker's patients, and since no specific therapy is known, 
this type of infestation may frequently be found in persons re- 
turning from China. The clinical aspect of the disease includes 
gastrointestinal complaints, flatulence, diarrhea alternating with 
constipation, and usually an eosinophilia. Gentian violet therapy 
may give symptomatic improvement, but it does not destroy the 
trematodes. Clonorchiasis cannot spread in Austria because the 
first intermediate host is a species of snails that is found only in 
Japan, China, and Indochina. 

Dr. M. Schnardt stated that a large number of persons in 
Austria have lived for years in China or Shanghai. If this is 
considered in taking the patient's history, positive findings may 
result more frequently. Three patients seen by Dr. Schnardt all! 
complained of a sense of pressure in the right upper quadrant of 
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the abdomen. The common liver function tests varied with the 
individual patient, but all of the patients had a secondary anemia 
and an eosinophilia of from 6 to 16°. 


ENGLAND 
International Association of «~The Third Congress 


of the International Association of Gerontology was held in 
London in July of 1954. It was opened by lan MacLeod, 
the Minister of Health, who welcomed about 600 delegates from 
44 different countries. Over half of the overseas visitors came 
from the United States. The retiring president, Prof. FE. V. 
Cowdry of St. Louis installed the new president, Dr. J. H. 
Sheldon of Wolverhampton, who discussed the “medicated 
survival” of civilized man into old age, which the speaker said 
is accomplished without increasing man’s capacity or produc- 
tivity, so that an increased economic burden is placed on the 
younger members of society, who are ultimately concerned with 
the maintenance of the aged. The problems facing geriatrics are 
the maintenance of vigor in the aged, so that they can work 
longer and still have their domestic independence: the provision 
of suitable employment for those who are old but physically 
and mentally fit; the housing of the aged; and, finally, their care 
in the home, institutions, and hospitals. Opportunity was given 
for members to see something of the social work undertaken on 
behalf of the aged. 


Biology and Pathology.—At the meeting of the biology and 
pathology section, Dr. C. McCay of Cornell, N. Y., described 
experiments on rats showing that sugar caused dental decay and 
obesity. A milk diet produced denser bone in old rats, and rats 
fed eggs in their diet seemed to live longer. Miss E. M. Widdow- 
son and Professor McCance of Cambridge reported on the 
response of well-nourished older men to starvation and of under- 
nourished older men to unlimited food. In starvation, 20% of 
the calories utilized came from body proteins, and during ad 
libitum feeding undernourished older men could consume 3,000 
calories at a sitting and 6,000 calories a day. Drs. Shock, Watkin, 
and Yiengst of Baltimore reported that the basal metabolic 
rate and body heat fall in old age because of the loss of function- 
ing cellular units rather than a lowered oxygen uptake of the 
active tissues. Professor Verzar of Basel, Switzerland, showed 
that in aged rats compensatory hypertrophy and adaptation to 
lowered oxygen tension are diminished. Dr. Roen of Los Angeles 
said he could lower the serum lipid level of patients by re- 
siricting fat intake. Others found that hepatic insufficiency and a 
lowered blood heparin level is common in old age. According 
to Dr. Freeman and his colleagues of Worcester, Mass., the re- 
sponse of the adrenal to corticotropin (ACTH) is unchanged 
throughout life. Professor Kountz of St. Louis found that the 
negative nitrogen balance seen in old age under stress can be 
reversed by corticotropin, thyroid, cortisone, insulin, and estro- 
gens and androgens given together. 

Prof, W. Stanley Hartroft of Toronto, Canada, reported that 
within four weeks, aortic sclerosis, lipomatous deposits in the 
coronary arteries, and cardia necrosis developed in choline 
deficient rats. Lack of adequate amounts of lipotropic factors 
in the diet might be responsible for the development of senile 
changes in rats. Dr. Jones of California showed that the average 
scores attained on intelligence tests diminish with increasing age, 
although some workers have denied this. Dr. Jean McDougal of 
Basel, Switzerland, described experiments on rats in T-mazes 
showing that the older animals have poorer memories and re- 
learn more slowly than the young. Drs. Norris and Shock of 
Baltimore showed that the efficiency of manual exercise per- 
formed with an arm ergometer in older men is less than that 
in young subjects at low and high rates of work. Cambridge 
workers demonstrated that elderly people rely heavily on vision 
for simple physical actions and that the longer time taken to 
perform simple skills by the older person is related more to 
underlying slowing in central, rather than peripheral, function- 
ing. Drs. Blumenthal and Handler of St. Louis found that stress 
acting over long periods brought about structural, physiological, 
and biochemical changes in the blood vessels, the end-stage of 
which is arteriosclerosis. Dr. Antonini and his co-workers of 
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Florence, Italy, found that heparin prevented the vascular lesions 
of experimental atherosclerosis produced by feeding cholesterol. 
Heparin also lowered the blood lipids and displaced a large 
proportion of lipids from beta and alpha lipoproteins. These 
workers have found that circulating heparin is lowered in older 
persons and in atheromatous subjects and conclude that a de- 
ficiency of heparin plays a prominent part in the pathogenesis of 
arteriosclerosis in the aged. Professor Verzar of Basel, Switzer- 
land, showed that in rats there is a decreased capacity in old 
age to increase the metabolism with changes in environment. 

Psychiatry. —At the meeting of the psychiatry and geriatric 
medicine section Drs. Kay and Roth of Chichester stated that in 
acute confusional states the circulatory and metabolic disturb- 
ances might be decisive in determining the course of the psy- 
chosis and that the cerebral changes might be secondary and 
potentially reversible. Dr. Robinson of Dumfries, Scotland, 
found that deterioration in the mental condition of patients with 
senile arteriosclerosis is correlated with abnormal changes in 
the electroencephalogram. Dr. Daneman and his co-workers of 
Worcester, Mass., concluded that nicotinic acid has no bene- 
ficial effect in the therapy of cerebral arteriosclerosis with psy- 
chosis. No significant changes were produced in the electro- 
encephalogram. Dealing with psychotic illness in the elderly, 
Dr. Kay and his colleagues of London found that the prognosis 
in women is better than in men. In older persons the following 
conditions carried an unfavorable prognosis: serious physical 
illness, neurological disorders, dementia, organic-confusional 
syndromes, and severe social isolation. Drs. Hoff and Tscha- 
bitscher of Vienna, Austria, said that they had used 10+4- 
diethylaminopropy!)-2-chlorophenothiazine hydrochloride (chlor- 
promazine) with success in patients in manic states. They also 
improved the cerebral circulation with vasodilators such as Hy- 
dergine (methanesulfonate of dihydrogenated ergotoxine alka- 
loids) given as an infusion with 5° dextrose. In the treatment 
of involutional and senile psychoses Dr. J. McCartney of New 
York had found electroconvulsion, with four to eight treat- 
ments with a minimal stimulus, of value. Dr. R. Ginzberg drew 
attention to the difficulties of elderly psychotics in making them- 
selves understood. He recommended group and workshop 
occupational therapy, group rhythm therapy, and individual 
psychotherapy for these patients. Sir Russell Brain said that 
most cerebral lesions in old age are arteriosclerotic and might 
be prevented if a simple method of measuring cerebral blood 
flow were devised that would give a warning in time. Dr. Ritchie 
Russell of Oxford noted that the commonest cause of spinal 
cord disease in older persons is spondylitis of the cervical spine. 
Pressure palsies are also easily produced in the aged, and vascu- 
lar lesions may cause a sudden blocking of a nerve that may 
recover fully. 

Dr. J. Goudrian of Amsterdam, Holland, stated that he con- 
siders penicillin superior to sulfonamides in the treatment of 
bronchopneumonia in the aged; he administers 250,000 to 
500,000 units every 12 hours. Penicillin as an acrosol dissolved 
in glycerin and povidone was recommended by Dr. T. Howell 
of London for the treatment of bronchitis in older persons. 
He considers that a mechanical pump for dispersing the aerosol 
is essential. Prof. C. Rob of London said that many patients 
with arteriosclerosis have a lesion in their arteries that is ana- 
tomically suitable for replacement by a blood vessel graft. In 
some patients with pain at rest or gangrene, and a few with 
aneurysm, an artificial graft may be helpful. Dr. C. Fleming 
of London made a plea for the greater use of orthopedic opera- 
tions in selected older persons. The fear that their skeletal sys- 
tem is incapable of repair or improvement is baseless. Drs. 
Hughes and Dodgson of Bristol noted that, although major 
strokes frequently occur in older persons, the most common 
finding is a succession of “little strokes,” followed by personality 
changes and intellectual deterioration. Emotional lability, per- 
sonality changes, and pseudobulbar palsy form a triad of symp- 
toms characteristic of these patients. According to Dr. F. Hansen 
of the mortality rate from coronary thrombosis and 


cerebral hemorrhage is maximal in the winter and minimal in 
the summer. Dr. R. Fremont of Brooklyn, N. Y., said that 
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digoxin is the drug of choice for maintenance therapy in the 
elderly cardiac patients, particularly when complications are 
present. 

Sociology. —At the meeting of the sociology section Sir Geof- 
frey King said that, whereas families used to responsi- 
bility for their older persons, they now expected the state to 
look after them, and older persons themselves expect to have 
an income in their old age irrespective of the use they made of 
their opportunities during their working life. Dr. E. W. Burgess 
of Chicago pointed out that, even when economically secure, 
older persons should plan their retirement to meet the con- 
tingencies that arrive with advancing years. Prof. A. Carlson of 
Chicago pleaded for continuous education for all citizens 
throughout life to keep alive human curiosity and aid saner 
living. A symposium on the employment problems of older 
workers revealed that older workers can make a definite con- 
tribution to the world’s economy and that a fixed retiring age 
is not always desirable if a person wishes to go on working and 
is physically able to. Dr. R. L. Peterson of Illinois had ex- 
amined the records of 3,000 persons 60 years of age and over 
in offices and industry and found that they had less absentee- 
ism than younger workers, were more reliable, and produced 
work of better quality. Their volume of work was a good as 
that of younger workers. 

At the formal closing session the Bobst award, given at each 
congress to the member of the association who is considered 
to have done most to advance the international study of geron- 
tology and the cause of old age, was presented to Prof. E. V. 
Cowdry and Mr. E. W. Robst of Philadelphia. 


Ultraviolet Irradiation in Schools.—The effect of irradiation on 
absence from school for sickness is slight and does not justify 
its wide use as a measure for the control of infections, accord- 
ing to “Air Disinfection with Ultra-Violet Irradiation: Its Effect 
on Iliness Among School-Children,” published by the Medical 
Research Council. The investigation was carried out in the infant 
and junior departments of six schools in a London suburb Janu- 
ary, 1946, through December, 1948. In three of the schools, with 
a pupil population of about 1,550, all the classrooms and 
assembly halls were equipped with ultraviolet lamps to irradi- 
ate the air in the upper part of the room. The average ultra- 
violet intensity in the upper regions of the irradiated rooms was 
& to 13 microwatts per square centimeter. At desk level the 
intensity varied between 0.1 and 2 microwatts per square centi- 
meter. The irradiation, which was maintained during school 
hours throughout the three year period, produced no ill effects 
among children or teachers. The other three schools, with a 
pupil population of about 1,860, were observed as nonirradiated 
controls. 

During the investigation the general bacterial count in the 
air was about 16° lower in the irradiated schools than in the 
control schools. The count of Streptococcus salivarius, studied 
as an index of mouth pollution of the air, was reduced by 70%, 
from 0.191 colony per cubic foot in the control schools to 0.053 
colony per cubic foot in the irradiated schools. The count of 
hemolytic streptococci, made over a period of about six months, 
was reduced by about 80°. 

Although the total absence rates were practically identical 
in the control and irradiated schools, being respectively 446.5 
and 449.9 absences per 100 child years, there were noticeable 
differences between the schools for some diseases, especially in 
the infant departments. Irradiation appeared to reduce the num- 
ber of absences due to mumps, chickenpox, scarlet fever, acute 
pharyngitis, tonsillitis, otitis media, earache, gastritis, gastro- 
enteritis and gastric “flu,” and asthma. The reductions ranged 
from 45% of the control rate for asthma in the infant depart- 
ments to 15% for otitis media and earache in the junior depart- 
ments. The diseases apparently affected fell into four groups: 
certain of the childhood fevers, diseases commonly due to 
hemolytic streptococci, diseases of the alimentary tract, and 
asthma. Among the airborne bacteria counted, hemolytic 


lowed closely that of the upper respiratory tract infections. The 


results contained some equivocal evidence for a reduction in the 
incidence of bronchitis, a disease that may be related to asthma. 
It must be presumed that the effect on asthma, if real, was 

an effect on some Precipitating infective illness. Evi- 


Although a reduction either in rate of transmission or in total 
incidence of disease of 20% to 50% may seem substantial, the 


not enough to justify the routine use of irradiation in primary 
schools. 


Sterilization and Divorce.—In a case that recently came before 
the courts a woman petitioned for divorce on the ground of 
cruelty, the act in question being the voluntary sterilization of 
her husband against her wishes. The parties were married in 
1934, and in 1936 a child was born. In 1938 the husband, a 
porter at a well-known London hospital, underwent an opera- 
tion for sterilization at the hospital. In 1951 the wife left the 
husband. Two of the three judges held that the wife had not 
proved her case, which was that her husband had been sterilized 
against her wishes, thereby causing a grievance that resulted 
in a progressive deterioration of the marriage, injury to her 
health, and made her life so intolerable that she left her hus- 
band. The two judges said that for a man to submit to such an 
operation without genuine medical reason would, unless the 
wife consented, be a grave offense to her and could be shown 
to be an act of cruelty if it were found to have injured her 
health. The operation, however, had taken a minor place in the 
wife's complaints, and there was no evidence that she effectively 
objected to the operation being done. She was living in the 
hospital at the time and had ample opportunity to object. They 
also found it difficult to believe that a surgeon would perform 
such an operation unless there was good medical reason or 
unless the wife consented. 

The third judge dissented, stating that he believed that the 
husband underwent voluntary sterilization because he was de- 
termined that his wife should have no more children by him. 
If done without her consent this was an act of cruelty, an act 
disruptive of the married state. She had not objected as much as 
she might have done, but the surgeon should have approached 
her in the matter. There was no just medical reason for the 
operation, and even if the wife did not object at the time, such 
an operation would have an effect continuing through the mar- 
riage. She was not precluded from complaining in later years 
after it had injured her health. This judge made further obser- 
vations that are likely to cause controversy. He said that when 
a man is sterilized for a genuine medical reason with his consent 
it is lawful, as when done to prevent transmission of heredi- 
tary disease, but when done without just reason, even with the 
man's consent, it is unlawful. When performed, even with con- 
sent, to avoid the responsibilities of parenthood, it is plainly 
injurious to the public interest and unlawful. It is injurious 
to the man’s wife and to any woman he might marry. This 
judge stated that divorce courts should not countenance an 
operation for sterilization without just cause any more than 
the criminal courts should. The other two judges did not agree 
that sterilization without just cause is an unlawful assault, al- 
though they said nothing to justify such operations. The wife's 
petition was dismissed in consequence of the majority decision 
of two of the judges. 


Blood Groups and Disease.——Data are presented by Aird and 
others (Brit, M. J. 2:315, 1954) on the ABO blood-group fre- 
quencies among 3,011 patients with peptic ulcer, 2,599 with 
cancer of the colon and rectum, 998 with cancer of the bronchus, 
and 1,017 with cancer of the breast. Compared with controls 
from the general population of the areas sampled, patients suf- 
fering from peptic ulcer showed an increased incidence of group 
O. Persons of group O were found to be about 35% more likely 
to have peptic ulcers than persons of the other groups. These 
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rates of measles, chickenpox, and mumps, which were epidemic 
during the trial. 
only a small proportion of the total absence from schools and 
the general effect on the total absence was only about 5%, or 
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sonal variation in the incidence of the digestive diseases fol- 
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findings are contrasted with the same workers’ previous finding 
(Brit. M. J. 1:799, 1953) that persons of group A have a greater 
susceptibility to carcinoma of the stomach than those of other 
blood groups. The ABO frequencies for cancer of the colon, 
rectum, bronchus, and breast did not differ significantly from 
those of the controls. 

In Scotland, John Wallace (Brit. M. J. 2:534, 1954) reports 
that a comparison of ABO frequencies in 299 patients with 
proved carcinoma of the stomach and a control group of 7,418 
new blood donors shows no significant difference between the 
disease series and the controls. On the other hand, he confirms 
the English findings of a significantly increased incidence of 
group O in patients with peptic ulcer. The findings of Aird and 
co-workers for carcinoma of the bronchus are largely confirmed 
by McConnell and others (Brit, M. J. 2:323, 1954), who found 
no significant difference in the ABO distribution of 777 patients 
with histologically proved carcinoma of the lung and 1,000 
blood donors. A further contribution to the subject is that of 
Pike and Dickins (Brit. M. J. 2:321, 1954), who studied the dis- 
tribution of blood groups in 3,651 admissions to a maternity 
hospital. These included 541 patients with toxemia of pregnancy. 
As compared with the nontoxemic patients, the toxemic women 
showed a significant excess of group O. 


New Penicillin Salt with Prolonged Action.—During the last 10 
years much research has been directed to finding a penicillin 
salt with a prolonged action. This has now been discovered in 
the Glaxo Laboratories, and clinical trials have been made with 
it at King’s College Hospital, London, and the Royal Victoria 
Hospital, Belfast, Ireland (Brit, M. J. 2:339, 1954). The long- 
acting compound is the N-benzyl-4-phenylethylamine salt of 
penicillin, for which World Health Organization has suggested 
the name benethamine penicillin. Its potency is about 1,100 
units per milligram and it is prepared as an aqueous suspension 
ready for injection in a vehicle containing suspending, buffer- 
ing, wetting, and bacteriostatic agents. The preparation was 
tested on 33 patients confined to bed and on medical students. 
Assays were performed on serum obtained by vein or ear punc- 
ture by the technique recommended by the U. S. Food and Drug 
Administration Antibiotics Laboratory, Washington, D. C. A 
single intramuscular injection of 600,000 units of benethamine 
penicillin produced adequate blood levels for five days, and 
900,000 units had a duration of action of six days. The blood 
levels were more prolonged than those obtained with procaine 
penicillin, and although of shorter duration than those follow- 
ing the injection of benzathine penicillin G, the blood levels 
were higher than those obtained with this salt. The results sug- 
gest that one or at the most two injections of benethamine peni- 
cillin should suffice for the treatment of infections seen in 
everyday practice. 


Oxygen and Retrolental Fibroplasia.—A report from Man- 
chester by R. M. Forrester and others (Lancet 2:258, 1954) 
records the disappearance of retrolental fibroplasia from two 
premature units in that city and relates this change to restric- 
tion in the use of oxygen. During the years 1947 through 1953 
83 patients with retrolental fibroplasia were observed. In 36 
of these there were permanent changes. During 1948 and 1949 
only one case was recorded. The highest incidence of the disease 
was in 1950 and 1951, when there were 32 patients with per- 
manent changes (20 of them were blind). During 1952 and 1953 
there were only three infants with permanent changes (none of 
them blind). The last infant with any permanent change was 
born in June, 1952. The correlation of these figures with the 
use of oxygen is striking. Before 1949 oxygen tents were seldom 
used. The intensive use of oxygen started in both units in 1949 
and reached its peak in 1951, when many infants were exposed 
to oxygen concentrations of 80%. In late 1951 the decision to 
use minimal oxygen was taken, and during 1952 and 1953 few 
infants have been exposed to more than 50° oxygen concen- 
trations, and the duration of exposure has been greatly reduced. 
Thus, the average duration of exposure to increased oxygen 
concentration in the first quarter of 1951 was 9.6 days, com- 
pared with 10.6 hours in the first quarter of 1954. This has not 
been accompanied by any increase in the mortality rate. 
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Nutrition Studies.—On Sept. 23, when in a special ceremony 
Dr. Alberto Guzman Barron, professor of biochemistry, San 
Fernando Medical School of Lima, was made an honorary 
member of the National Academy of Medicine, he reported the 
results of his studies on nutrition. It was found that although 
Peru is now able to supply to its inhabitants a calorically ade- 
quate diet, this goal has not been achieved because sufficient 
foods are still not being produced and because many persons are 
still too poor to buy such a diet. The statistics that have been 
rendered of the per capita protein intake are misleading in that 
the values they give are too low. There is, however, a deficit of 
plasma proteins in certain groups of the population, especially 
in those of the poor class. This problem could be solved by 
increasing the fish consumption. Furthermore, the use of such 
cereals as rice and quinua should be encouraged as an added 
source of protein. In some Indian communities, although the 
diet consists almost exclusively of potatoes, it is estimated that 
each person gets 100 gm. of protein daily. Although the milk 
and cheese production of the country fills only 20% of the 
requirements, the calcium and phosphatide plasma levels found 
in the several human groups examined were within the normal 
limits, and no cases of rickets have been observed. Dr. Barron 
believes that this is due to the fact that the hot climate favors 
the metabolic synthesis of vitamin D. 

The iron content of Peruvian foods is similar to that of the 
foods found in other countries. Such Peruvian foods as quinua 
and cafihua are specially rich in iron. The frequency of anemia 
in this country appears to be due to the protein deficit and not 
to a lack of iron. The hemoglobin blood levels are low except 
in persons living at high altitudes, in whom erythrocytosis de- 
velops in response to the reduced oxygen tension of the air that 
they breathe. These facts were reported by Prof. Carlos Monge 
and co-workers in the Instituto de Biologia Andina. 

In almost all the human groups studied, including the well- 
to-do, a notable deficit of vitamin C was observed. This was 
less marked in the inhabitants of the highlands. It has not been 
determined whether this is due to the type of diet common in 
this region or to a decreased vitamin C requirement associated 
with living at a high altitude. The vitamin B intake is also in- 
adequate in all classes of society. This is believed to be due to 
an increasing tendency to use processed foods from which this 
vitamin has been removed. The urinary excretion of thiamine 
and vitamin B, reaches subnormal levels. This deficiency is 
more marked in heavily wooded areas, where nearly 70% of 
the inhabitants suffer from it in varying degree despite the fact 
that their diet is similar to that prevailing in other parts of Peru. 
The cause of this may be the high incidence of parasitic diseases 
in these regions. The addition of vitamin B to bread is being 


Association of Diabetics.—A society of diabetics has been 
formed in Lima. It is the second such society to be organized 
in South America, and it has several hundred members. The 
aims of this society are: (1) to establish an active union among 
its members, (2) to give moral and material support to the 
diabetic, (3) to disseminate information to the diabetic and to 
educate the public in the prevention of the disease, (4) to 
stimulate the cooperation of diabetics with their physician, (5) 
to assure that the benefits of any new advances in this field are 
made available to the members, and (6) to assure that all dia- 
betics receive adequate treatment for their diabetes. The Public 
Health and Social Welfare Ministry is giving wide support to 
this association. Among the first things this new association will 
do are the creation of a vacation camp for diabetics; the for- 
mation of a technical committee of physicians specializing in 
the treatment of diabetes and capable technicians who will be 
in charge of the treatment, control, and periodic checking of 
all the diabetics of Peru; and the provision of medicines and 
special foods for diabetics at low prices. Several national and 
foreign laboratories have contributed funds. The society will 
have a social center with a special library, which will contain 
insofar as possible all the scientific literature dealing with this 
disease. The association also will promote research in all phases 
of the disease. 
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Bacterial Resistance to Antibiotics. Dr. Julio Morales, chief of 
the bacteriology department of the Oswaldo Hercelles Labora- 
tory of the Dos de Mayo Hospital, and Dr. Hernan Miranda 
have studied 72 bacterial strains and found that a high per- 
centage of them are strongly resistant to more than one anti- 
biotic. The strains were isolated from hospitalized and ambulant 
patients. Of 27 Micrococcus (Staphylococcus) strains, 25 were 
resistant to polymyxin, 20 to streptomycin, 18 to penicillin, 10 
to oxytetracycline, 7 to bacitracin, 7 to nitrofurantoin, 6 to 
chloramphenicol, and § to chlortetracycline. Of 11 Streptococcus 
strains, 10 were resistant to streptomycin, 10 to polymyxin, 7 
to penicillin, 5 to oxytetracycline, § to bacitracin, 4 to chlor- 
tetracycline, 4 to nitrofurantoin, and 3 to chloramphenicol. Of 
45 bacterial strains that theoretically should be sensitive io 
penicillin and streptomycin, only 18 were sensitive to penicillin 
and 13 to streptomycin. Of the 72 strains, only 56 were sensitive 
to chloramphenicol, 44 to chlortetracycline, 41 to oxytetra- 
cycline, 41 to nitrofurantoin, 31 to bacitracin, and § to poly- 
myxin. The greatest resistance was shown to penicillin and 
streptomycin, these being the most used, and the least resistance 
was shown to chloramphenicol. In many cases, a drug that was 
highly bacteriostatic in vitro was not bacteriostatic in vivo and 
vice versa. 


Aid Program of UNICEF.—Dr. Santa Cruz Hernan, special 
delegate of the United Nations, visited Lima and, in several 
conferences with Dr. Armando Montes de Peralta, Minister of 
Public Health and Social Welfare, and Dr. Carlos Lazarte, has 
outlined the aid program that the United Nations International 
Children’s Emergency Fund (UNICEF) has approved for Peru. 
The fundamental points of this program are: (1) a nutritional 
campaign to provide milk and vitamin concentrates to more 
than 180,000 children, pregnant women, and nursing mothers: 
(2) a sanitary program for the narrow pass of Huaylas, in- 
cluding equipment for 25 mother and child assistance centers 
distributed in the regions of Huaraz, Caraz, Recuay, Carhuaz, 
and Yungay; and (3) a similar sanitary program for the eastern 
part of Peru. 


Visit of Drs. Condau and Soper.— The distinguished physicians 
Dr. Marcelino Gomez Condau, general director of the World 
Health Organization, and Dr. Fred Soper, director of the Pan 
American Sanitary Bureau, visited Peru and in several special 
meetings spoke on general themes related to public health and 
medical education. Both of these physicians were made honorary 
members of the National Academy of Medicine and the 
Peruvian Society of Public Health. 


SWEDEN 


Blood Transfusion.—A revolt has broken out in two different 
quarters against the wholesale rule-of-thumb practice of blood 
transfusion in large general hospitals. The first to protest was 
Dr. L. Brahme of the general hospital in Noorkoping. His 
material consists of 2,313 patients with gastric hemorrhage 
observed between 1933 and 1953. Of these the hemorrhage was 
massive in 694; it proved fatal in 14 (2%). Blood transfusion 
was practiced sparingly or not at all, and it is a measure of 
the frugality with which blood was transfused during the last 
decade at the hospital in question that altogether only 29 liters 
of blood were expended on 374 patients with gastric hemor- 
rhages, in 204 of whom the biceding was severe. To meet the 
criticism that he had been too sparing with blood, Brahme re- 
viewed one by one his cases with fatal results grouped according 
to the patient's age. He concluded that large blood transfusions 
might possibly have saved two of his patients, but there was 
also the possibility that his patients who had not received trans 
fusions and had recovered might not have done so if transfusions 
had been given them. The other critic of wholesale blood trans- 
fusions was Dr. R. Brandberg of Stockholm, whose material 
came from surgical department 2 of the Southern Hospital. 
Another surgical hospital dealing with the same class of patients 
but dispensing blood transfusions on a much greater scale served 
as a control. During the period 1948 to 1952 the number of 
operations performed in the two hospitals was 2,075 for the 
control and 5,741 for the Southern Hospital. The blood trans- 
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fusions numbered 8,922 and 941, respectively. The control 
hospital had the greater number of operative deaths (130 to 113). 
Brandberg presented many details on the operative mortality 
for each of the various operations in the two hospitals, and he 
concluded that the saving of labor and expensive blood in his 
hospital was fully justified. Going into detail concerning the 
various indications for blood transfusion, he suggested that most 
cases of shock unconnected with hemorrhage could just as well 
have been treated with injections of Ringer's dextrose solution 
with or without a supplement of arterenol as with blood trans- 
fusion. Brahme’s study was published in Svenska likartidningen 
for April 23, 1954, and Brandberg’s in the same journal for 
Sept. 10, 1954. 


Control of Narcotics.—Under the influence of international 
conventions, Sweden has adopted legislative measures affecting 
international as well as national aspects of the problem of nar- 
cotics. Within her own borders Sweden controls the activities 
of physicians, veterinarians, and dentists with regard to their 
prescription of narcotics, and when a physician is found to be 
too generous in issuing such prescriptions he is required to have 
such prescriptions filled by one or at most two druggists who 
must render monthly reports regarding his prescriptions to the 
Ministry of Health. If this measure does not have the desired 
effect or if the physician misuses from the outset his right to 
prescribe narcotics, this right is withdrawn. Should he err still 
further or if he himself must be admitted to the hospital for 
drug addiction, his right to practice medicine may be revoked. 
In the international sphere, the Swedish Ministry of Health has 
undertaken to issue yearly reports on the amounts of specified 
narcotics consumed in Sweden. In Svenska lakartidningen for 
Aug. 27, 1954, Gunnar Krook and Dr. Gunnar Lindgren of 
Stockholm have published a table showing the amounts of these 
drugs consumed during each of the six years 1948 to 1953. 
Here they show that the consumption of morphine has been 
reduced from 73 kg. in 1948 to $1 kg. in 1953. There is also a 
decrease in the consumption of cocaine. This apparent improve- 
ment muy, however, largely be traced to the replacement of 
these two drugs by synthetic substitutes for them. The consump- 
tion of codeine was nearly doubled beiween 1948 and 1953, and 
this was largely due to the inclusion of codeine in certain com- 
pound tablets than can be sold without a pres *ription. Sweden's 
comparatively heavy consumption of heroin has been excused 
on the grounds that nearly all the heroin consumed has been 
pres-ribed in cough mixtures not designed to encourage heroin 
addi-tion. Sweden has corsented to ban heroin and since 1952 
has forbiiden its import from abroad and preparation at home. 
Although the consumption of heroin wos mu h the sume in 1948 
and 1953, it should completely disappear from the market in 
the near future. 


Prof. Nanna Svartz._Prof. Nanna Svariz, who presided with 
charm and efficiency over the third International Congress of 
Internal Medicine held in Stockholm in September, was born 
in Sweden in 1890. Her entry to the medical profession dates 
back to a time when it required courage for a woman to follow 
this calling. Early in her career she was given a hich appointment 
at the Serafimer Hospital and later was put at the head of the 
Caroline Hospital. Her duties as a professor of medicine have 
not prevented a large private practice. For many years she was 
one of the physicians consulted by the late King Gustaf V, 
whose appreciation of her skill led him to request her to take 
charge of the Research Institute founded on funds collected by 
his subjects in honor of his 80th birthday. The most important 
task assumed by this body is research into the rheumatic dis- 
eases, with special reference to chronic articular rheumatism. 
With her special interest in diseases of the intestinal tract and 
articular rheumatism, Professor Svartz has outlined the prin- 
ciples to be followed in rheumatism research. Her contact with 
recent advances in medicine is maintained by her mastery of 
many modern languages. She has pursued her studies in many 
countries, including the United States, England, France, Ger- 
many, Russia, and Switzerland. She has published nearly 200 
articles on medicine and has contributed to the standard Scandi- 
navian textbook on internal medicine. Married to a specialist in 
children’s diseases, Prof. Nils Malmberg, she has a daughter 
who is about to begin the study of medicine. 


J.A.M.A,, Nov. 13, 1954 
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ADHESIVE TAPE DERMATITIS 


To the Editor:-—Every once in a while, one has a patient who 
cannot tolerate adhesive tape. Two patients who for over 25 
years have been unable to tolerate adhesive tape on repeated 
Occasions with various medicaments under the tape responded 
very well to therapy with antihistamines while the tape was on 
their skins, and I thought perhaps other physicians might wish 
to try this method also. In neither of these cases was there any 
pressure on the patient such as one would apply in strapping 
the chest or ankle or around the hips. Therefore, | do not yet 
know if this will work when tape is under pressure. The first 
patient was taking solution of chlorpt ft pyt id i (Chior- 
Trimeton) maleate mixed with a penicillin injection (actually 
40 mg. daily, but I believe that 20 would do). The second patient 
took 50 mg. of tripelennamine (Pyribenzamine) and only needed 
three tablets in five days. This patient previously could not 
tolerate any adhesive tape that I have ever tried more than 45 
minutes without intolerable itching and dermatitis. 


Harey F. Becker, M.D. 
3754 S. Vermont Ave. 
Los Angeles 7. 


DISPOSABLE POLYETHYLENE TUBING FOR 
URETERAL CATHETER DRAINAGE 


To the Editor:—The drainage of ureteral catheters into sterile 
bottles and receptacles has been a traditional but most unsatis- 
factory practice for years. The use of rubber tubing for drainage 
has not been practical because the lumen of a small tube is pre- 
disposed to clogging by urine and its constituents, whereas 


adaptors for larger tubing are usually bulky and unsatisfactory. 
This problem has been met satisfactorily by the use of discarded 
intravenous polyethylene tubing. One end of the tube has al- 
ready been designed to fit perfectly into the hub of a needle 
(see illustration). The lumen of this plastic tube is much larger 
than that of a rubber tube of comparable size, and its smooth 
surface lessens the tendency of blood and urine precipitates to 
adhere to its walls. Sterilization is carried out by cleansing with 
a detergent, flushing with saline solution, and soaking in a 1:500 
solution of benzalkonium (Zephiran) chloride or a 1:1,000 
solution of benzyl (dodecylcarbamy!lmethy!) dimethylammonium 
chloride (Urolocide) for 12 to 18 hours (Brown, H. P., and 
Harrison, J. H.: J. Urol. 66:85, 1951). Since all hospitals discard 
many such intravenous sets daily, this tubing is not only available 
but economical. It is reasonable to presume that this plastic 
tubing will drain bile and other body fluids as effectively as 
blood and urine. 

Joun G. Menvitte, M.D. 

606 Maison Blanche Bidg. 

New Orleans. 


PRESACRAL PNEUMOGRAPHY 


To the Editor:—1 would like to comment on the case report 
“Unusual Roentgenographic Data in Unilateral Renal Aplasia,” 
by Drs. Espinosa and Mahoney, in THe Journat for July 31, 
1954, page 1232. The authors discuss a misleading roentgeno- 
gram done after presacral pneumography and showing what 
appeared to be an enlarged renal shadow on the left side, which, 
together with other studies, seemed to justify exploration of 
the left renal fossa. At surgery an atrophic kidney was found 
instead of the large hydronephrosis that was diagnosed from 
the deceptive roentgen study. 

First, | would like to offer a word of caution about the grow- 
ing use of the highly popular presacral pneumography. After 
this technique was introduced about four years ago, it was 
accepted readily and practiced extensively. In some hospitals the 
method is used almost routinely with all urographic studies. 
To date, three deaths and two near deaths due to the use of 
presacral pneumography have been reported. One death was 
reported by Reed Nesbit in the Aug. 31, 1953, issue of Urologist's 
Correspondence Club Letters; one by Breakey in the Oct. 1, 
1953, issue of the same publication: and a third in a discussion 
by Dr. Kyril Conger at the April, 1954, meeting of the Mid- 
Atlantic branch of the American Urologic Association, Wash- 
ington, D. C. One near death was experienced by Dr. Lapides 
and noted in the Aug. 31, 1954, issue of Urologist's Corre- 
spondence Club Letters, and the second was reported by Russ, 
Glenn, and Gianturco (Radiology 612637 |Oct.| 1953). These 
two patients suffered syncope and had a “millwheel” murmur 
over the precordium. However, both survived. Certainly, if there 
are three deaths reported, it is entirely proper to suspect that 
there were others that did not appear in the literature. This 
method of study should not be undertaken with the feeling of 
entire safety that seemed to prevail when it was first introduced. 

Second, I wish to suggest that a more definitive diagnosis and 
additional information could have been obtained in this case 
by aortography. With an aortogram, the absence or the presence 
of a tiny vessel to the area would offer a clear-cut diagnosis 
of either agenesis or renal hypoplasia. I have been able to 
demonstrate such conditions often during the past five years 
since I adopted this method of study. The technique of aor- 
tography is not difficult to master, and it certainly should be 
accepted as an addition to the urologist’s prevailing diagnostic 
armamentarium. Cysts, solid tumors, agenesis, hypoplasia, 
hydronephrosis, aneurysms, and infarcts of the renal arteries 
can be demonstrated by this method much better than by any 
of the other conventional procedures. 


Wuttsm Baurys, M.D. 
Guthrie Clinic, Sayre, Pa. 


HYPOTHERMIA 


To the Editor:-—lt seems that in the closing days of World War 
Il and immediately after its end the major effort expended was 
to convict war criminals of atrocities and not to collect valuable 
scientific data. Captured documents were divided among the 
three major powers of the victorious side; the thousands of tons 
of documents that arrived in the United States were, to a great 
extent, forgotten. These documents contained extremely valuable 
data in certain fields of science in which the Germans were more 
advanced than we, especially hypothermia (Alexander, L.: Re- 
port to Combined Intelligence Objective Sub-Committee of the 
Armed Forces Concerning the Treatment of Shock Due to Pro- 
longed Exposure to Cold). Many scientific workers with first- 
hand knowledge of these experiments may reveal further in- 
formation, some of which is now probably known to only the 
Russians. The Nazis began experiments on the effects of cooling 
on human beings in August, 1942, in an effort to develop more 
effective means of protecting the sailors and aviators who were 

in cold water for long periods of time. The plan was 
to determine the physical and pharmacological methods of 
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treatment, and it was hoped to clarify the problem of rapid or 
slow warming of rescued persons and to learn the nature of 
death from cold. These experiments were carried out even to 
the point of death. There were more than 400 experiments on 
30) subjects who were prisoners in the concentration camp at 
Dachau. The subjects were immersed in water whose tempera- 
ture was maintained constantly at 2 to 12 C (34 to $4 F). Many 
of the subjects were immersed naked and without narcosis. 
Fairly complete physiological studies were performed, and 

data derived from these experiments indicated that death re- 
sulting from cooling is primarily a cardiac death. The puzzling 
phenomenon of post-rescue collapse and death was found to be 
the result of the so-called afterdrop in temperature with result- 
ing cardiac arrest that occurred when the victims were removed 
from the cold water. The most effective method of resuscitation 
was determined to be immersion in hot water at about 45 C, 
which prevented the lethal afterdrop and warmed the patient 
quickly. It was also determined that the commonly used stim- 
ulants had no obvious beneficial effect and that alcohol, con- 
trary to common belief, actually hastens cooling, but there were 
indications of a possible protective effect on the heart. The 
results of these experiments are of tremendous importance to 
us now, for they cannot be duplicated, since we rely on experi- 
ments on animals or human volunteers. Because of the interest 
in general hypothermia as a method of permitting surgery of 
intracardiac lesions under direct vision in a bloodless field, it 
seems timely and proper to call attention to these experiments 
performed on human beings 

Joun O. Nestor, M.D. 

2125 13th St. N.W. 

Washington, D. C. 


MEDIAN AND ULNAR NERVE PARALYSIS 


To the Editor:-—1 am not in agreement with some of the state- 
ments made concerning median and ulnar nerve paralysis in 
the article entitled “The Thumb as a Clinical Aid in Diagnosis” 
UJ. A. M. A. 1§8:729 [June 19} 1954). Dr. Pay states that median 
nerve paralysis makes it impossible for the thumb to be tightly 
held against the side of the index finger. The compression forces 
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Fig. 1. 


exerted in this movement are by the adductor of the thumb 
and the first dorsal interosseus, both innervated by the ulnar 
nerve. The movement is very difficult for a patient with ulnar 
nerve paralysis, and the patient will grasp an object in the web 
space by flexing the interphalangeal joint, using the long flexor 
of the thumb. In figure 14, a patient with complete ulnar nerve 
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paralysis of the right hand is attempting to hold a piece of paper 
between his thumb and index finger. Note that the paper is held 
by the flexed tip of the thumb. 

Dr. Fay states that ulnar nerve paralysis makes it impossible 
for the thumb to touch the tip of the little finger across the 
palm. This action is performed by the abductor pollicis brevis 
and the opponens pollicis brevis, both supplied by the median 
nerve, and the flexor pollicis brevis, the superficial head of which 
is supplied by the median nerve. Although all the intrinsic 
muscles of the fifth finger and flexor profundus are supplied by 
the ulnar nerve, the flexor sublimis action is sufficient to meet 
the opposed thumb. In figure 1B, a patient with complete right 
ulnar nerve paralysis is shown holding a piece of paper between 
his thumb and fifth finger. This is the movement that cannot 
be done in a complete median nerve lesion. The thumb can 
appose but cannot oppose. 


Fig. 2. 


An excellent test for ulnar nerve paralysis in rapid screening 
can be done by having the patient spread the fingers. He has 
ulnar deviation of the index finger with ulnar paralysis but can 
bring it to neutral by using the two extensors of the index finger. 
He cannot abduct the finger because of absent first dorsal inter- 
osseus function, Figure 2 shows a patient with ulnar nerve 
paralysis on the right attempting to abduct the index finger. 


Carr. D. Mutroy (MC) 
Tokyo Army Hospital 
A.P.O. 1052, So PM, San Francisco. 


MANIPULATIVE MANEUVERS OF THE KNEE 
FOR REPLACING DISPLACED MENISCUSES 


To the Ediutor:—In February, 1944, at Mayo General Hospital, 
I saw many Air Corps trainees and medical service enlisted men 
with acute displacement of the knee meniscuses. For years I had 
been disappointed with the “1-2-3 kick” technique because it 
adds insult to injury. | decided to try the McMurray maneuvers. 
So far they have not failed. lt is a case of using a diagnostic test 
as a therapeutic maneuver. My routine was quickly established. 
If synovitis or hemarthrosis were present, | aspirated via the 
suprapatellar pouch. In every swollen, injured knee, blood might 
be found. Immediate reduction of the displaced meniscus is 
advisable. After this a long leg cast is applied. Operation may 
be postponed a few days. 

Anesthesia is usually induced intravenously with thiopental 
(Pentothal) sodium. The patient is placed in a supine position 
with a pillow placed lengthwise to maintain flexion of the knee. 
The surgeon stands on a platform at the side of the patient, at 
the level of the knee. The maneuvers are simple but precise. 
They must not be carried out in a jerky or rapid manner. They 
are effective and nontraumatic. For medial meniscus displace- 
ment the knee and hip are hyperflexed, then the foot and knee 
are forced into the valgus position and the knee and hip slowly 
and firmly placed in extension. The knee and hip are again 
hyperflexed; the foot and knee are then forced into the varus 
position and the knee and hip slowly and firmly placed in exten- 
sion. For lateral meniscus displacement the knee and hip are 
hyperflexed; the foot and knee are forced into the varus posi- 
tion and the knee and hip extended; the knee and hip are again 
hyperflexed; and the foot and knee are then forced into a valgus 
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position and the knee and hip extended. The success of the ma- 
neuvers is proved by the attainment of complete extension with- 
out the slightest tension. After manipulation a full-length plaster 
cast, including the ankle and foot, is applied. If a cylinder cast 
must be used it is held by gluing the stockinet to the skin. The 
patient should exercise the quadriceps muscles by walking with 
crutches and bearing weight. Weight-resistance exercises should 
also be prescribed. 

Lewis, M.D. 

55 E. Washington St. 

Chicago 2. 


RENAL TUBERCULOSIS 


To the Editor:—Some time ago, at the annual meeting of the 
American Urological Association, | participated in a program 
concerned with the use of antibiotics in urology. One of the 
participants was Dr. John K. Lattimer, who discussed the treat- 
ment of tuberculous infections of the kidney. His paper was 
based on clinical investigative work undertaken at the Bronx 
Veterans Administration Hospital, a participant in the over-all 
VA program that deals with the chemotherapy of tuberculosis. 
Dr. Lattimer’s paper was one of the best presentations | have 
ever heard on the subject of the natural history, the treatment, 
and the current prognosis of renal tuberculosis. His careful 
studies, which could only have been undertaken in an institution 
such as a large VA hospital in which adequate follow-up studies 
could be made over a period of years, indicate that while 
formerly, with no specific treatment, the case fatality rate in 
renal tuberculosis was from 60% to 85% in series of patients 
having a four or five year follow-up, at the present time, with 
proper chemotherapeutic management, the case fatality rate of 
a similar large group of patients treated in the Bronx VA hospital 
and having a five year follow-up is but 8%. This ts an extraor- 
dinary decrease in the case fatality rate from this disease, and, 
conversely, it means that an entirely different prognosis must be 
given to patients suffering from renal tuberculosis. 


Perrin H. Lone, M.D. 
451 Clarkson Ave. 
Brooklyn 3, N. Y. 


BUSINESS PRACTICE 


THE PHYSICIAN AND RETIREMENT 
Sidney 8. Ross, New York 


Dr. Jones, a busy, overworked physician nearing $0 years of 
age, works from morning to night. His waiting room is always 
crowded with patients during office hours; night calls interfere 
with his sleep. He can seldom find time for quiet meditation, 
or to just sit back and relax, see a play, go to a ball game, read 
a good book, listen to an interesting radio or television pro- 
gram, keep abreast of current medical literature, socialize with 
congenial friends, or really get acquainted with his wife and 
family. If he can drop everything and get away for one or two 
weeks’ vacation during the year, he considers himself lucky. 

Dr. Jones has never consciously thought about retirement: he 
is too busy and active. If he does think about retirement, he, 
like many other persons, associates the term with something 
unnatural and unpleasant, with being old and infirm, no longer 
useful, and just vegetating until he dies. Yes, Dr. Jones medi- 
tates, he will have time in the future to think about this un- 
welcome subject. However, time passes quickly, and the period 
will inexorably arrive when Dr. Jones will be forced to give 
up night calls, to slow down, to share his practice with an asso- 
ciate, and, finally, when complete retirement from active practice 
can be postponed no further. How will he react at that time? 
What will be his relationship to his wife and family, to friends, 
colleagues, and the community? Most important of all, how 
will he get along with himself? Will his retirement years be 
happy, useful, zestful, productive years; or will Dr. Jones be- 
come sour, dull, disgruntled, and frustrated? 


3.A.M.A., Nov. 13, 1954 


PLANNING FOR RETIREMENT 

The retirement years of a physician's life can be happy ones, 
but this will not come by wishful thinking alone. The physician 
must prepare intelligently long before he retires. He must find 
answers to questions such as: Will I have enough money to 
live on when I retire? What will I do all day long? Where shall 
1 live when I retire? The question of finding time from a busy 
practice to make and implement plans for the future is one that 
every physician must resolve for himself. If a physician's entire 
existence is narrowed to eating, sleeping, and practicing medi- 
cine his personality will cease to grow. 

The person of today will be essentially the same man 20 
or 30 years from now. If a person is friendly, active, sociable, 
and always interested in new things, chances are he will not 
change much when he retires. The better, richer, fuller life one 
leads during years in active practice, the better and more suc- 
cessful will be the years of retirement. Now is the time, there- 
fore, to initiate a new regimen; to develop a hobby or a new 
interest; to expand one’s personality by exploring, experiment- 
ing, and investigating. Whether a physician has reached 35, 45, 
55 years of age, or more, now is the time to plan carefully what 
to do in later years and thus lay the groundwork for a success- 
ful retirement. 

To begin planning, a bound blank notebook labeled “Ideas 
for Retirement” can be used. Thoughts on retirement, or the con- 
structive ideas of friends and associates, can be jotted down 
there. One of those ideas may bring lifetime enjoyment. The 
notebook can be divided into several sections, such as hobbies, 
finances, where to live, suggesied projects, and books to read. 
An envelope kept in the notebook will hold interesting or pro- 
vocative clippings or magazine articles. This retirement notebook 
should be discussed by the physician and his wife once or twice 
a month. 

BASIC ELEMENTS 

Some of the basic elements that make for happiness in a phy- 
sician’s retirement are affection and friendship, activity, suffi- 
cient income, suitable location, good health, and a positive 
philosophy of life. 


Affection and Friendship.—A normal person does not live in 
isolation; he needs friends, relatives, and colleagues. But one 
must give in order to receive; one must do things with and for 
others. Some physicians pride themselves on being “all busi- 
ness” during their waking hours. They never have time to play, 
to laugh, to have fun, to relax their professional demeanor and 
occasionally let the bars down. They are so busy that they 
neglect their families. It is helpful for a physician to take time 
out for a rediscovery of his wife and children; to be more re- 
sponsive to the problems, hopes, and ambitions of his adolescent 
youngsters, to surprise his wife with an unexpected gift; to take 
the whole family out to dinner and dancing; to write or phone 
an old friend whom he has not seen for years: to join an or- 
ganization or an activity that brings him in contact with new 
people. As persons grow older, they lose their parents, some- 
times their wives. Children grow up; they move away and lead 
their own lives. Now is the time, therefore, to renew and to 
build up friendships, to make new friends, to forget quarrels 
with friends and relatives. A small investment of time and 
thoughtfulness now will bring rich dividends later. 


Activity. —A retired physician who makes no contribution, 
who sits passively in his rocking chair, who twiddles his thumbs 
and watches the world go by from his front porch, will soon 
become a bored, frustrated person. Some of these unhappy per- 
sons may “crack up,” with indications of hastening physical 
and mental decay, with development of organic impairments, 
resulting in early death. Some refleciion will reveal the many 
ways a retired physician can utilize his specialized training for 
the benefit of himself and of the community. Suggested activities 
include: (1) acting as a librarian in a medical library; (2) act- 
ing as the owner or director of a bookstore specializing in 
medical books; (3) contributing part-time work at a clinic for 
the underprivileged; (4) preparing a book or series of articles 
on some challenging, provocative phase of medicine; (5) acting 
as a medical adviser to a foundation; (6) serving as a part-time 
adviser with the local Selective Service board; (7) forming a 


Vol. 156, No. 11 


club or association of retired physicians; (8) advising on health 
and sanitation needs of the community; (9) becoming active in 
service organizations (Lions, Rotary, etc.) or in Boy Scouts, 
Y. M.C. A., or church work; (10) acting as a part-time instructor 
in a medical school or conducting a postgraduate course for 
practicing physicians; (11) giving lectures to the community on 
health problems; (12) acting as a part-time or full-time research 
worker in a university or medical foundation laboratory: (13) 
becoming active in the affairs of the local or county medical 
association, perhaps acting as its secretary or the editor of its 
journal; (14) acting as an adviser to builders of homes for 
elderly persons; (15) working with gerontologists in planning and 
establishing community activity centers for elderly persons; (16) 
acting as a consultant to help persons with their personal, non- 
medical troubles; (17) going into politics and secking public 
office to improve conditions in the community—health, housing, 
juvenile delinquency, etc.; (18) giving nontechnical courses at 
adult community centers on problems of aging and 

of the retired person; (19) writing nontechnical books on health 
and medical problems for the general public; and (20) working 
for an ethical drug firm or hospital and surgical supply firm 
introducing new ethical drugs, new hospital and surgical appli- 
ances. 

Retirement is a challenge. It is the person's last chance to 
live a new life—in fact, a second life, a second career. Retire- 
ment can be an interesting period for many physicians. There 
is time to do some of the many things that have had to be 
passed by—writing a book or play; entertaining friends as an 
amateur magician; continuing musical activities interrupted by 
Medical practice; painting or other graphic arts: collecting medi- 
cal curios or antique surgical instruments; doing research on a 
pet idea; studying law to become a consultant in medical juris- 
prudence; making photographic slides to be used in the instruc- 
tion of medical students or in postgraduate study by physicians, 
developing hobbies, talents, or skills; exploring the money- 
making possibilities in ceramics, plastics, leathercraft, or wood 
carving; or building telescopes. There are thousands of hobbies; 
however, make sure that a chosen hobby will not be too ex- 
pensive, that its appeal will last, and that it will not demand 
too much time, effort, or space. It is advisable to have several 
hobbies in each of two categories: (1) the serious hobby, which 
involves a systematic study of some intriguing subject that 
can be pursued regularly: and (2) the recreational hobby, which 
gives relaxation and passes the time pleasantly, yet does not 
demand too much physical exertion. Gardening, fishing, and 
travel are good examples of recreational hobbies. If a hobby 
produces a sense of achievement, fills a need, and yields a cash 
income, or is one that can be enjoyed together by husband and 
wife, so much the better. Gerontologists state that the human 
organism is designed for activity during its lifetime, the more 
meaningful and satisfying the activity the betier. Eliminate 
activity, and the aging process is hastened. By keeping alert 
mentally one stays young. The busy retired physician with a 
variety of interesting, challenging activities is a happy person. 
Yet a word of caution may be in order. In enthusiasm for a 
new way of life, one should remember to take it easy, slow 
down, and not overdo a good thing. 


Sufficient Income.—Many persons are forced to retire with 
insufficient funds and may have to depend on charity, children, 
or other relatives who will not or cannot help, because they 
have their own families to consider. The subject of finances ts, 
therefore, of vital importance to the retired physician. This is 
where early financial planning for retirement pays. If finances 
have been managed wisely over the years, savings invested pru- 
dently, financial quacks with alluring promises to make one 
rich quick ignored, then financial peace of mind is possible at 
retirement. A lifetime of careful investment planning—involy- 
ing savings banks or associations; U. S. Savings Bonds; life in- 
surance; annuities; and securities, including stocks, bonds, and 
mutual funds—should yield sufficient income at retirement and 
should enable a life of dignity with many comforts and some 
luxuries. 

There are some suggestions on financial matters that a phy- 
sician would do well to follow as early as possible during his 
professional life. First, begin to plan the financial future right 
now. Adopt the habit of saving and adhere to it faithfully, ac- 
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cording to a sound, prearranged plan. Increase savings as income 
rises. Second, get help from a reliable adviser in the fields of 
life insurance and investments. A person with capital of $100,000 
or more should engage the services of an investment counsel 
firm recommended by his bank or broker. Third, the physician's 
life insurance program should be examined at regular intervals, 
at least every five years, to see if revisions are necessary owing 
to changed or unforeseen circumstances. Fourth, all capital 
should not be placed in any one financial medium. Fifth, finan- 
cial inventory should be taken, the amount of income available 
on retirement determined, and an estimate made of retirement 
living expenses. If enough income for retirement will not be 
available, expenses will have to be cut or income increased in 
some way. The more planning and preparation made along these 
two lines, the less difficult the adjustment of retirement from 
active practice will be. During retirement, expenses will be much 
less than before; there will be no office expenses; income taxes 
will be sharply reduced; and children will be grown and, pre- 
sumably, will not need financial support. This in turn means 
that life insurance premiums can be discontinued and present 
policies converted into paid-up policies with a smaller face 
amount of insurance or into life annuities. Expenses can be re- 
duced by driving a smaller car, cutting down on clothes by 
dressing more casually and comfortably, cutting down on club 
dues, and reducing entertainment and general living expenses. 


Suitable Location.—The physician should think twice before 
uprooting himself and his wife and moving to another locality. 
Florida, Arizona, or California may be ideal retirement spots 
for some physicians; others may find it difficult, perhaps im- 
possible, to make the adjustment, to break off with old friends 
and associates in the familiar environment, to establish new 
ties in a strange community. The best way to solve this prob- 
lem is to live in the contemplated new locale during several 
vacation periods before retiring. This enables one to see if the 
people in the new community are congenial; if housing is within 
one’s means; if church, medical, recreational, and cultural facili- 
ties are adequate: if living costs are reasonable, and if the climate 
is suitable. 

Good Health —Readers of THe Journ have been helping 
persons with health problems for many years, so it is unnecessary 
to dwell on this subject in great detail. Suffice it to say that, 
in order to reach and increase his normal life expectancy, the 
physician should practice the same rules of healthful living that 
he has preached for so long. 


Positive Philosophy of Life.—Retired persons must train 
themselves to avoid unhealthy thinking—such as thoughts of 
fear, guilt, hate, self-pity, depression—which, if persisted in, 
may contribute to poor physical and mental health. This can 
be done by substituting the healthy habit of thinking and look- 
ing ahead toward the future, not reliving the past. Become con- 
vinced that life is becoming richer, more rewarding, more 
worth while all the time. A good way of doing this is to have 
faith in a Supreme Being. Make use of religion; derive the com- 
fort, the poise, the serenity that nothing else will provide. 
Acquire the habit of reading the Bible 10 or 15 minutes every 
morning before beginning the day's work; visit the church or 
synagogue more often. Some physicians may scoff at all this, 
but make no mistake: one who follows these suggestions will 
be a healthier, better-adjusted, happier person. Try it and see! 


CONCLUSIONS 

An ltalian-American woman, named a few years ago as 
Chicago's “Mother of the Year,” gave as her philosophy: “You 
gotta live ‘til you die, so you live good.” In the same vein, per- 
haps no better prescription for a good life has been given than 
that provided by the well-known Boston physician Dr. Richard 
C. Cabot 40 years ago in his book, “What Men Live By.” The 
prescription: a balance of work, play, love, and worship. If these 
four ingredients are mixed in the proper proportions during the 
physician's working life, he will have no trouble adjusting when 
he retires from active practice. He will be looking forward 
eagerly to the time of his life. His retirement years can be rich, 
successful, productive ones. 
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Selection of Patients for Anticoagulant Therapy in Acute Myo- 
cardial Infarction. H. |. Russek and B. L. Zohman. Am. J. M. 
Sc. 228:133-139 (Aug.) 1954 [Philadelphia]. 


Anticoagulant therapy was withheld in 122 patients with 
acute myocardial infarction who qualified as “good risks.” They 
were treated by conservative measures. Six of the 122 patients 
(4.9%) died during the period of hospitalization. Only 3 (2.5%) 
of the 119 patients who survived more than 48 hours after ad- 
mission to hospital died during the period of observation. 
Analysis of the causes of death revealed that the preventable 
mortality under ideal anticoagulant therapy would have been 
at most 0.8% in this group of patients. Careful scrutiny of the 
122 patients for evidence of thrombotic complications disclosed 
only four possible cases of this disorder (3.35), of which two 
were merely presumed to be present because of moderate tender- 
ness on palpation of the calf muscles. Not a single case of 
cerebral or peripheral arterial embolism was observed. These 
findings confirm the validity of previous data and conclusions 
derived from a retrospective study of hospital case records em- 
bracing 489 “good risk” cases. It demonstrates that a high degree 
of predictability with respect to prognosis exists in such selected 
cases, particularly when survival extends beyond the first few 
days of the onset of symptoms. All reports in the literature to 
date concerned with the prognosis in “good risk” cases clearly 
reveal that the mortality rate in such groups cannot be influenced 
significantly by anticoagulant therapy. The incidence of hemor- 
rhagic complications and death due to anticoagulant drugs 
appears to outweigh any benefit that such therapy may confer 
in milder cases. The authors’ study confirms the practicability 
and justification of prognostic classification as a means of select- 
ing patients for anticoagulant therapy in acute myocardial in- 
farction. Confirmation was obtained of the previous finding in 
earlier studies that age plays no part in the immediate prognosis 
of a clinical attack of known severity. The initial clinical appear- 
ance of the patient, regardless of age, constitutes the best index 
to his future course and is the deciding factor regarding the need 
for anticoagulant therapy. It is estimated that no more than 
30° of all patients with acute myocardial infarction represent 
suitable candidates for anticoagulant therapy. Nevertheless, the 
value of such treatment in properly selected “poor risk” cases 
must not be minimized. 


Flectrocardiographic Effects Associated with Suzges- 
tion in Normal and Coronary Sclerotic Individuals. R. Berman, 
E. Simonson and W. Heron. J. Appl. Physiol. 7:89-92 (uly) 
1954 |Washington, D. C.|. 


Fourteen normal subjects and 1! patients with coronary 
sclerosis and angina pectoris were studied electrocardiographi- 
cally during hypnosis. An anxiety-fear situation and a work- 
pain situation were hypnotically induced. All of the normal 
subjects and most of the patients were able to accept hypnotic 
suggestion, but the depth of hypnosis in the patients was super- 
ficial. In 50% of the normal subjects the suggestions produced 
various T wave changes. In one case depression of ST segments 
in precordial leads occurred. Hypnotic suggestion produced sig- 
nificant T wave changes in four patients, in three of these in the 
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direction of greater abnormality. In one patient, R, temporarily 
disappeared. The changes were not identical with those pro- 
duced by exercise or typical anginal attacks. No electrocardio- 
graphic changes occurred in six patients. The authors feel that 
the changes produced by hypnotic suggestion are of importance 
in the interpretation of clinical electrocardiograms. Little atten- 
tion is given to the emotional state of the patient at the time 
of the inscription of the electrocardiogram. Changes nervously 
induced may be misinterpreted as myocardial disease. F motional 
rest should be achieved before electrocardiograms are taken. 


Study of Ecology of Western Equine Encephalomyelitis Virus 
in Upper Mississippi River Valley. A. L. Burroughs and R. N. 
Burroughs. Am. J. Hyg. 60:27-36 Ululy) 1954 [Baltimore]. 


Because of epizootics and epidemics of western equine en- 
cephalomyelitis in the upper Mississippi Valley a study was 
made of the ecology of the virus in an area of Minnesota that 
had the highest incidence of reported equine encephalomyelitis 
in the state during the preceding 10 years. The studies were 
continued through two years in an interepizootic period. Nearly 
50,000 mosquitoes and hundreds of thousands of mites were 
used in isolation studies. Four strains of western equine en- 
cephalomyelitis virus were isolated from the much-incriminated 
Culex tarsalis, and one strain was isolated from Aedes vexans. 
Studies were made also of the feeding habits of a limited number 
of the mosquitoes. Virus neutralization tests were made with 349 
serums from domestic animals, of which 18% are considered 
positive for neutralizing antibodies, 12° equivocal, and 70% 
negative. Of 472 wild animal serums, all but 3 of which were 
avian, 5% were positive, 12° equivocal, and 83% negative. 
The serum survey was made on the farm where three positive 
mosquito pools were collected and three horse serums and 20 
chicken serums were obtained. The two horses that had clinical 
symptoms possessed neutralizing antibodies, while the serum 
from a third horse was negative. Only one of the 20 chickens 
tested on this farm had neutralizing antibodies. On the farm 
just across the road, with its animal shelters not more than 200 
yards from the pasture in which the infected mosquitoes were 
collected, one horse serum was positive, and 2 of 22 chicken 
serums tested were positive. The distribution of the animals 
who possessed neutralizing antibodies was so scattered through- 
out the area that the possibility of collecting infected mosquitoes 
in any one area was extremely small. Workers agree that the 
elucidation of the ecology of this virus, particularly regarding 
the interepizootic reservoir, will be possible only with research 
programs carried out in various ecological situations both in 
epizootic and interepizootic times. 


Antiwhooping Cough Vaccination in Parisian Nurseries (Com- 
parative Epidemiological Study of 5,854 Infants). F. | esné. 
Mme Broyelle and J. Zourbas. Semaine hép. Paris 30:2847- 
2852 26-30) 1954 (In French) |Paris, France}. 


Whooping cough is a severe and sometimes fatal disease in 
young infants. Statistics show that, in spite of the discovery of 
new antibiotics and the use of hyperimmune globulin, whoop- 
ing cough was, in 1951 and 1952, responsible for more infant 
deaths than any other contagious disease in France. The prob- 
lem presented by the disease is naturally most acute in nurseries 
and other institutions for the care of babies and young chil- 
dren. The danger of infection in such institutions cannot easily 
be avoided, because the disease is highly contagious even dur- 
ing the period of inception before coughing begins; consequently, 
the development of suitable vaccines and successful methods of 
vaccination against whooping cough is a matter of prime im- 
portance to health authorities. A review of two statistically 
comparable groups of children, one vaccinated and the other 
nonvaccinated, during the period from October, 1952, to Octo- 
ber, 1953, shows that there were 93 cases of whooping cough 
among the 1,114 children in the nonvaccinated group and only 
22 cases among the 1,156 children in the group that had been 
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vaccinated. The superiority of adsorbed vaccines was shown by 
the fact that, while 18 cases of whooping cough developed in 
a group of 312 children who were given various nonadsorbed 
vaccines, in another group of 844 children in whom adsorbed 
vaccines were used only four contracted whooping cough, and 
in three of these the vaccination had been incomplete. All chil- 
dren over 3 months of age are now vaccinated if their parents 
consent and no contraindications are present. Three injections 
of vaccine are given, separated by intervals of one month each, 
followed by a booster dose one year later. No serious compli- 
cations have been observed in more than 7,000 injections, but 
minor reactions, such as a painless subcutaneous nodule due 
to the adsorbant at the injection site noted in 10° of the cases; 
occasional mild hyperthermia; and, rarely, a pertussoid tic last- 
ing for a few hours, sometimes occur. Vaccination against 
whooping cough is definitely contraindicated in certain allergic 
children, especially those with eczema or asthma: in those who 
have had convulsions or encephalopathic disorders; and in those 
with severe chronic illnesses. Temporary contraindications to 
vaccination are found in convalescence from acute illness; recent 
tuberculous primary infection; current vaccinations against other 
diseases (from one to two months should intervene between the 
various kinds of vaccinations); and the presence of endemic 
poliomyelitis or influenza. Immunity, once obtained, lasts for 
about three years and sometimes much longer. 


Six Years of Streptomycin Therapy in Tuberculous Meningitis 
in the Adult. J. Roskam, J. Hugues and A. Decortis. Acta clin. 
belg. 9:219-229 (May-June) 1954 (In French) |Brussels, Belgium!. 


A review of the results obtained in $8 adult patients, aged 
1S to 72 years, treated with streptomycin for tuberculous men- 
ingitis since 1947 shows that 35 (61° ) are still alive after periods 
of from seven months to almost six years. The patients can 
be divided into three groups: (1) those who died within the first 
45 days of treatment; (2) those who were treated intermittently 
after the first 45 days, with periods of rest alternating with periods 
during which streptomycin was given intramuscularly, either 
without intraspinal injections or with not more than two intra- 
spinal injections a week: and (3) those who, after the first 45 days, 
received uninterrupted daily intramuscular injections of strepto- 
mycin combined with intraspinal injections every other day until 
the clinical signs disappeared and the cerebrospinal fluid had 
virtually returned to normal. The vital importance of starting 
streptomycin therapy as soon as possible in tuberculous men- 
ingitis is emphasized by the fact that, although the treatment 
given the 11 patients in group | was analogous to that given 
those in groups 2 and 3 and was therefore presumably adequate, 
it was not started in 8 patients until after an average period 
of 19 days as compared with an average of 11 days for the 
group 2 and 3 patients. The three remaining deaths in group | 
were due to causes other than delay in the institution of treat- 
ment. The patients in groups 2 and 3 were generally comparable; 
consequently, the marked difference in the survival rates in these 
two groups (17% of 12 patients in group 2 as against 94% 
of 35 patients in group 3) can logically be ascribed to the differ- 
ence in the methods by which they were treated. Frequent intra- 
spinal injections administered for prolonged periods (average 
hospital stay, 10 months) seem to have been chiefly responsible 
for the better results obtained in group 3, although the fact that 
the treatment was uninterrupted and that it was continued until 
the cerebrospinal fluid was restored to normal must also have 
had a favorable effect on the outcome. Undesirable sequelae, 
when noted, consisted of frequent but transient labyrinthine dis- 
turbances and deafness, complete in six patients (17°), in one 
of whom the hearing subsequently improved, and partial in four. 


The Effect of Corticotropin in the Orchitis of Mumps: A Pre- 
liminary Report. J. H. Solem. Acta med. scandinav. 149:341- 
344 (No. 5) 1954 (In English) |Stockholm, Sweden}. 


Corticotropin was administered to Six patients with mumps 
orchitis because of its infl suppressing power. The 
results were good in all cases, three of which are reported in 
detail. In the sixth instance definitive improvement did not occur 
until the patient's third injection of 100 1. U. of Cortico-Depot 
(an ACTH preparation) three days after the first injection; prob- 
ably the therapy should have been continuous. It is possible 
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that corticotropin can prevent the disturbance in spermatogene- 
sis arising from mumps orchitis by blocking the exudative tissue 
reaction, the question warrants further study. 


Cortisone in Treatment of Pulmonary Tuberculosis. |. B. 
Cochran. Edinburgh M. J. 61:238-249 (luly) 1954 |Edinburgh, 
Scotland]. 


Cochran is aware of the danger of administering cortisone 
to the tuberculous subject. He believes, however, that the com- 
bined treatment with cortisone with its lysing and inhibiting 
effect on granulation tissue might bring the tubercle bacilli “into 
the open” where they would come under the direct effect of the 
antituberculous drugs. In this manner resolution of relatively 
chronic or indolent lesions might be accomplished. Cortisone 
combined with standard chemotherapy (streptomycin § with 
p-aminosalicylic acid and/or isoniazid) was given to nine pa- 
tients over a two month period. Four had advanced bilateral 
disease with cavitation for which various courses of chemo- 
therapy had been given in the past. In another four patients 
cortisone was added after a period of two to three months of 
the initial course of chemotherapy and when there was radio- 
logical evidence that the disease had become static. In one patient 
cortisone was given at the start of the first course of chemo- 
therapy. In all patients chemotherapy was continued for at least 
two months after stopping cortisone. The dosage of cortisone 
was kept relatively constant for each patient, and, initially, for 
safety, small doses were used. The first patient received 12.5 
mg., the second and third 25 mg., and the remainder 50 to 100 
mg. daily. The routine observations made were: twice daily 
rectal temperatures and pulse rates, daily sputum measurements, 
and a weekly clinical examination. The sputums were examined 
weekly by direct smear and, if necessary, by culture. Chest 
roentgenograms were taken at fortnightly intervals and serial 
Mantoux tests were done before and at intervals during the 
cortisone treatment. Symptomatic improvement was commonly 
observed and gain in weight seems to be permanent. In four 
patients the radiological improvement was greater than could 
have been expected from ordinary chemotherapy. Apart from 
one fatality, of which the relationship to cortisone is uncertain, 
there was no evidence of exacerbation of tuberculosis during or 
following cortisone administration. The results are sufficiently 
encouraging to warrant an extended trial. 


Human Leptospirosis Associated with Swimming Pool, Diag- 
nosed After 11 Years. T. A. Cockburn, J. D. Vavra, S. S. 
Spencer and others. Am. J. Hyg. 60:1-7 Uiuly) 1954 |Baltimore}. 


In 1942 three separate groups of persons in Idaho and Wyom- 
ing contracted an undiagnosed illness characterized by high 
fever, headache, eye and throat symptoms, and pains in muscles 
and joints. At the time of the outbreak a connection with a 
swimming pool was established, and it was assumed that the 
symptoms were due to typhoid fever. Serologic and bacterio- 
logical tests were negative with regard to the following: typhoid, 
paratyphoid, brucellosis, tularemia, and Rocky Mountain spotted 
fever. In 1953 an inquiry for human cases of leptospirosis was 
made in the same arca, because bovine epizootics of Leptospira 
pomona are common, and a serologic survey showed that large 
numbers of apparently healthy cattle have antibiodies against 
this organism. Considerable data were available on the 1942 
epidemic, and from nine of those who had been ill in that epi- 
demic blood specimens could be obtained. Significant titers of 
antibodies against Leptospira canicola, with lower corollary 
titers against Lept. icterohaemorrhagiae were found in all 
serums from patients with symptoms; all the serums from the 
controls were negative. It is concluded therefore that the epi- 
demic in 1942 was some form of leptospirosis, and studies on 
cattle as well as horses in the region suggest that a focus of 
infection exists among the animals in this area. 


The Treatment of Gastroduodenal Ulcer Perforations: Use of 
Continuous P. Chalnot and J. Grosdidier. Lyon 
chir. 49:663-672 (Aug.-Sept.) 1954 (In French) |Lyon, France}. 


Of the authors’ last 100 cases of perforated gastroduodenal 
ulcer, the 40 most recent were treated by the Hermon-Taylor 
method of continuous gastric aspiration. There were four deaths 
and six total or partial therapeutic failures. In the authors’ 
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opinion, the aspiration constituted a lifesaving procedure in 
some cases. It can be used as the sole therapy or in preparation 
for surgery when there is reason to delay this for a few hours. 
The latter classification has the following indications: perfora- 
tion in a stenosed stomach, after a big meal or a radiological 
examination, and in a patient with a subhepatic fluid level. The 
patients suitable for aspiration alone are those too weak to 
withstand surgery and those with few or no antecedents and no 
previous treatment. The patient who is over 35 years of age, 
in good general health but with a history of ulcer, will surely 
have to have a gastrectomy eventually and can be successfully 
treated by cither surgery or aspiration. The authors advocate 
immediate surgery, since it is the definitive treatment; neverthe- 
less, aspiration is useful in these cases as preoperative prepara- 
tion. Thus, it is clear that although the treatment of ulcer 
perforations cannot be standardized, the technique of continuous 
gastric aspiration is a step forward in this treatment. 


Hypersplenism: Indications for Surgery. T. S. Evans, L. L. 
Waters and R. M. Lowman. Connecticut M. J. 18:569-S80 
Uuly) 1954 |New Haven, Conn.}. 


Evans and associates report on 16 patients before and after 
splenectomy. These cases show that in properly selected cases 
splenectomy cures, prevents, or relieves the major symptoms 
and signs and restores the equilibrium caused by the hyper- 
splenic disease or episode. The history of the term “hypersplen- 
ism” is briefly discussed. The essential factor in the syndrome 
is the spleen; the bone marrow reflects only what is happening 
in the spleen and in the peripheral blood. The bone marrow 
must show hyperactivity in the production of those elements 
that are deficient in the peripheral blood. In other words, in 
hemolytic icterus, though the peripheral blood is deficient in 
red blood cells, the bone marrow shows increased erythroid 
activity. In thrombocytopenia, although the platelets are de- 
ficient in the peripheral blood, there are more than the usual 
number of megakaryocytes in the bone marrow. In neutro- 
penia the myeloid elements of the bone marrow are hyperplastic, 
and in pancytopenia of splenic origin all elements are hyper- 
active. It is also found that there is no evidence of “arrest” in 
any of the bone marrow elements and that “delivery block” is 
not present. Furthermore, there is no evidence of extra splenic 
immunohematological factors, allergy. or drug sensitization. 
Primary hypersplenism is exemplified in the following diseases: 
congenital or acquired hemolytic icterus, thrombocytopenic pur- 
pura, splenic neutropenia, and panhematopenia. The spleen may 
become secondarily involved in the course of a number of dis- 
eases, and if the predisposing factors necessary for the develop- 
ment of hypersplenism are present and are activated, this 
condition will manifest itself and will call for splenectomy. The 
secondary form of hypersplenism has been known to accompany 
Banti’s disease, Felty’s syndrome, acquired hemolytic icterus, 
Gaucher's disease, Hodgkin's disease, giant lymphoma, lymphatic 
leukemia, and various other conditions. There is also the recur- 
rent form of hypersplenism. When in a case of hypersplenism the 
spleen has been removed with a resultant remission of several 
weeks, months, or years, and hypersplenism recurs, one should be 
suspicious of the presence of an accessory spleen, generalized 
reticuloendotheliosis, or implantation splenosis. 


Blood Groups in Relation to Peptic Ulceration and Carcinoma 
of Colon, Rectum, Breast, and Bronchus: An Association 
Between the ABO Groups and Peptic Ulceration. |. Aird, 
H. H. Bentall, J. A. Mehigan and J. A. F. Roberts. Brit. M. J. 
2:315-321 (Aug. 7) 1954 [London, England]. 


Having previously shown that blood group A was significantly 
more common in patients with cancer of the stomach than in 
controls, Aird and associates further studied the blood groups 
in patients with peptic ulceration, or with carcinoma of colon, 
rectum, breast, and bronchus. The survey was carried out at 
12 hospitals in England and included patients treated during 
the years from 1948 to 1953. It was regarded as imperative 
to have rigid criteria of diagnosis, and so for the studies on 
carcinoma only cases proved by histological study of material 
obtained by biopsy, operation, or postmortem examination were 
accepted. In peptic ulceration the criterion was a macroscopic 
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(operation or gastroscopy). The majority of the ulcer 
patients had perforated or bleeding ulcers or were submitted 
to elective surgery, for it is only in these cases that the blood 
group is often recorded. Thus the group of ulcer patients does 
not include many medically treated patients and therefore is not 
representative of all patients with peptic ulceration. Similarly, 
the majority of the carcinoma cases were those surgically 
treated. More than 13,000 case records were scrutinized, and, 
of these, 7,702 were satisfactory as regards diagnosis and record 
of blood group. A small number were climinated because the 
patient had more than one disease. Blood group information 
was obtained in 3,011 patients with peptic ulcer, 2,599 with 
cancer of the colon and rectum, 998 with cancer of the bron- 
chus, and 1,017 with cancer of the breast. Compared with 
controls from the general population of the areas sampled, 
patients with peptic ulcer showed an increased incidence of 
group O and a correspondingly lower incidence of the other 
three groups. The difference was a large one. If this series is 
typical, peptic ulceration is 35% more likely to develop in per- 
sons of group O than in persons of the other groups. The ABO 
blood group frequencies shown by the patients with the three 
types of cancers did not differ significantly from those in the 
controls. There was no indication of any difference in ABO 
frequencies between gastric and duodenal ulcer. In none of 
the diseases was there any significant difference in sex pro- 
portion or in age between patients of the four blood groups. 
Patients suffering from the four diseases did not differ signifi- 
cantly from the general population with regard to the Rhesus 
factor. 


SURGERY 


Operations for Coronary Artery Disease: The 1954 Jerome 
Cochran Lecture. C. S. Beck. J. M. A. Alabama 24:4-7 (July) 
1954 [Montgomery, Ala.]. 


Beck shows that efforts to change or improve the coronary 
circulation began with experiments in his laboratory in 1932. 
Studies on dogs led to the development of two operations. 
The Beck | operation consists of abrasion of the heart and 
the lining of the parietal pericardium, the application of an 
inflammatory agent (0.2 gm. of powdered asbestos) to the sur- 
face of the heart, partial ligation of the coronary sinus, and 
grafting of parietal pericardium and mediastinal fat to the sur- 
face of the heart. The Beck 2 operation consists of tapping 
the aorta for red blood and delivering this blood into the 
venous system of the heart so that it goes backward to reach 
the muscle cell. This is done by placing a vein graft between 
the aorta and the coronary sinus. Two or three weeks later the 
coronary sinus is partially ligated so that less of this blood 
runs out into the auricle. The surgical mortality has been re- 
duced by experience with the operation and by proper selection 
of patients. So far in 1954 the author has operated on 23 
patients for coronary heart disease. If the death from thora- 
cotomy alone is excluded, the mortality rate is 4.5% for this 
year. In the preceding two years it was 2.8% from thoracotomy 
alone, 7.5% for the Beck | operation, and 26.1% for the graft 
(Beck 2) operation. It should be remembered that many of 
these patients plead for the operation as their only remaining 
hope. The damage seen at operation is usually far greater than 
anticipated by clinical examination of the heart. A question- 
naire, sent to the patients operated upon from three months to 
five years previously, gave the following results: Of 33 patients 
who had undergone the Beck | operation, 12 had no pain, 
16 had less pain; there was no change in 3, and more pain in 2. 
The working capacity enguaved in more than three-fourths of 
these 33 patients. The Beck 2 operation (graft between aorta 
and coronary sinus), which was performed in 43 patients, re- 
sulted in freedom from pain in 15 and lessening of pain in 23; 
that is, all but 5 were improved; there was no change in 3, 
and in 2 the pain was increased. Here again the working 
capacity improved in nearly 80% of the patients. Thus in four 
out of five patients the pain is either greatly reduced or com- 
pletely relieved. The risk of the operation has been greatly 
reduced. 
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Bronchial Tuberculosis in Relation to Surgical Treatment of 
Pulmonary Tuberculosis. A. Victorica Belgrano. Rev. Asoc. 
méd. argent. 68:116-119 (April 15-30) 1954 (In Spanish) [Buenos 
Aires, Argentina). 


The author directs attention to the importance of stenosing 
bronchial tuberculosis complicating pulmonary tuberculosis in 
the production of irreversible bronchopulmonary syndromes 
of obstruction that call for surgical therapy. Partial or total 
resection is indicated in patients with pulmonary tuberculosis 
and chronic bronchial stenosis of the main or lobar bronchi, 
especially in patients with complications, such as distended 
cavities, chronic pneumonitis, bronchiectasis, and suppuration. 
Lobectomy or segmental resection is indicated in cases of cavi- 
ties in areas of the lung supplied by a stenosed segmental 
bronchus and also in cavities in the lower lobes and in the 
middie lobe of the right lung. Cavernoscopy is indicated in 
patients with residual cavities after thoracoplasty who are in 
poor general condition and cannot have either lobectomy or 
pneumonectomy. Thoracoplasty is indicated in patients with 
cavities in the upper lobes of the lung, provided the lumen of 
the bronchus is not obstructed. Thoracoplasty is also indicated 
as a preliminary operation to resection. The author reports 
results of surgical treatment of pulmonary tuberculosis in pa- 
tients with bronchial tuberculosis. Ten patients with stenosis 
of the main or the lobar bronchi had resection. Six patients 
were well after pneumonectomy and two after a lobectomy. 
Two patients died after pneumonectomy. Thirteen patients had 
cavernoscopy; cure was obtained in 10 and three patients died. 
Thoracoplasty was done in 59 patients with bronchial tuber- 
culosis with patency of the bronchial lumen in half the number 
of the cases. Conversion of the sputum and permanent satis- 
factory results were obtained in 45 patients. Percentages of cure 
were: 100% from lobectomy, 80°% from pneumonectomy, 76% 
from cavernoscopy, and 76° from thoracoplasty. 


Clinical Impressions in Non-Specific Mesenteric Adenitis. 
R. Ger. South African M. J. 28:589-591 Uuly 10) 1954 [Cape 
Town, South Africa}. 


Ger reviews observations on 60 cases of nonspecific mesen- 
teric adenitis, giving particular attention to its differentiation 
from appendicitis. Between the ages of 4 and 13, nonspecific 
mesenteric adenitis is more common than acute appendicitis. 
This is not surprising in view of the proliferative response of 
lymphoid tissue at this period of life. In the second decade 
acute appendicitis becomes more common, while mesenteric 
adenitis is distinctly uncommon after the age of 20 years. The 
pain of mesenteric adenitis may vary from discomfort to severe 
colic, and it may simulate intussus-eption. Generally, however, 
the pain is not severe or incapacitating, but it does tend to 
be colicky in nature. Its distribution is like that of an acute 
appendicitis, being felt both in the umbilical region and in the 
right iliac fossa. Recurrence and central location is most char- 
acteristic of the pain of mesenteric adenitis. Elevation of tem- 
perature is slight or absent, but generalized adenopathy in the 
form of palpable cervical, inguinal, and axillary nodes is found 
in many cases. The degree of abdominal tenderness is con- 
siderably less in adenitis than in acute appendicitis. Palpation 
of the lymph nodes is the most important single sign in mesen- 
teric adenitis. They were palpable in one-fourth of the cases 
observed by the author. Palpation consists of rolling the glands 
between the pulps of the fingers and the posterior abdominal 
wall, working from the midline toward the iliac fossa. The 
glands are then felt deeply as multiple, firm, discrete, mobile 
swellings, each about the size of a grape. The only treatment 
that is required for nonspecific mesenteric adenitis is rest in bed 
during the more severe attacks of pain, which nearly always 
subside in 24 to 36 hours. Appendectomy is not only unnec- 
essary but may actually be harmful. The author feels that the 
incidence of operations for appendicitis will fall as experience 
with mesenteric adenitis increases. Of 10 children who were 
operated on over a six month period for recurrent pain radiat- 
ing from the umbilicus to the right iliac fossa, in the belief 
that they had appendicitis, six had enlarged glands chiefly at 
the base of the mesentery. In all 10 the appendix was macro- 
scopically normal. 
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Adenomatous Polyps of Large Intestine. R. A. Radke. Mil. 
Surgeon 115:85-92 (Aug.) 1954 [Washington, D. C.}. 


Adenomatous polyps of the large intestine are tumors, 
usually pedunculated, resulting from adenomatous hyperplasia. 
Congenital polyposis, cystic intestinal polyposis, inflammatory 
pseudopolyps of the intestine, and multiple polyposis are other 
terms that have been applied to this condition. Radke prefers 
the term adenomatous polyp, because this term connotes the 
histological nature of the tumor, whereas the unqualified term 
polyp has come to mean any pedunculated tumor. There is a 
congenital and an acquired variety of adenomatous polyps of 
the large intestine. The author believes that the congenital 
variety is rare but is associated with polyp formation through- 
out the gastrointestinal tract and has a familial tendency. With 
regard to the pathogenesis of the acquired form, the author 
says that the hypothesis originally advanced by Rokitansky, 
that adenomatous polyps form at the site of ulcerations in the 
intestinal lining, is the most tenable explanation of the forma- 
tion of these acquired tumors. It is Radke's belief that the 
acquired variety is formed when mucosal resis, trapped in scar 
or inflammatory tissue, become activated to growth through 
the same stimulus that activates the normal healing process. 
The growth does not result in simply a replacement of a 
mucosal defect, because the tissue is misplaced and the normal 
stimulus to stop growth is not present. When the “mucosal 
rests” grow to the point of rising an appreciable degree above 
the surrounding intestinal lining they become unusually vulner- 
able to trauma from material in the fecal stream and are also 
vulnerable to the original crosive process if it is still active, 
thus continuing the stimulus to hyperplasia. Adenomatous 
polyps are a precancerous lesion. The likelihood of malignant 
degeneration increases with the length of time the polyp has 
been present, the activity of the underlying erosive process, 
and as yet undetermined stimuli. The author emphasizes that 
amebiasis and bacillary dysentery are predisposing conditions. 
Adenomatous polyps were found in 14% of 245 patients with 
amebiasis and in only 1% of 200 patients without amebiasis. 
Case histories are presented to illusirate the congenital as well 
as the acquired form of adenomatous polyps. Treatment con- 
ssts of excision. Biopsy should be done in every instance, 
and if it reveals malignant change radical excision should be 
carried out. 


Splenic Hemorrhage Perforated Peptic Ulcer. M. S. 
Madison, W. H. ReMine and D. P. Chance. Ann. Surg. 140: 
246-249 (Aug.) 1954 [Philadelphia]. 


Conditions to be considered in the differential diagnosis of 
a perforated peptic ulcer include acute cholecystitis, rupture 
of the gallbladder, acute pancreatitis, renal colic, mesenteric 
thrombosis, coronary thrombosis, and dissecting aneurysm of 
the abdominal aorta. A condition not usually considered in the 
differential diagnosis is hemorrhage from the spleen or its 
pedicle. Two cases of splenic bleeding that simulated a per- 
forated peptic ulcer were seen on the emergency medical and sur- 
gical services at the Mayo Clinic within a period of six weeks. 
A clinical diagnosis of perforated peptic ulcer was made at 
first in both cases. In case |, the bleeding was caused by spon- 
taneous rupture of a branch of the splenic artery; in case 2, 
it was caused by rupture of the spleen. Splenectomy was per- 
formed in both of these cases, and both patients have recovered. 
The diagnosis of splenic bleeding may be obvious or difficult. 
The possible presence of such bleeding should be considered 
in any case of acute abdominal pain. 


Heterotopic Gastric Mucosa in Wall of Gallbladder. J. T. 
McKibben and W. W. Hall. Ann. Surg. 140:242-245 (Aug.) 
1954 [Philadelphia]. 


Heterotopic gastric mucosa was found in the wall of a gall- 
bladder that also showed chronic cholecystitis with lithiasis, 
The patient, a 53-year-old woman, had none of the charac- 
teristic signs or symptoms of gallbladder disease until recently, 
when she complained of pain and tenderness. A malfunctioning 
gallbladder was shown roentgenologically, with a suggestion of 
lithiasis. The authors discovered that there are only two pre- 
viously reported cases in which differentiated gastric mucosa 
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has been found in the gallbladder. They outline the embryo- 
logic development of the gallbladder and other structures 
arising from the primitive foregut. They feel that the hetero- 
topia, as detected in the described case, probably represents 
embryonic displacement of cells still capable of differentiation, 
rather than displacement of already differentiated cells. Con- 
sidering the closely adjacent origin of the stomach, pancreas, 
liver, and gallbladder, it is remarkable that there is not more 
heterotopia in the gallbladder than has been reported. lt also 
appears odd that heterotopia of the gastric mucosa of the fundic 
type should be so much rarer than other heterotopias. 


Cleft Ear Lobes: Hazard of Wearing Ear-Rings. |. R. McLaren. 
Brit. J. Plast. Surg. 7:162-165 (July) 1954 (Edinburgh, Scotland]. 


Until the end of the 19th century an earring was hung from 
the car by a hook passing through a hole bored in the lobe. 
In recent years clip-on and screw-on earrings have besome 
more popular. The condition of cleft lobes of the ears caused 
by the wearing of earrings has not been previously reported. 
The author observed four patients with this condition in a 
plastic surgery department in the space of a few months. In 
the first patient, a girl aged 19, who had been wearing the 
clip-on type of earring since the age of 15, cleft lobes had 
developed in the course of the 18 months prior to her first 
attendance at the plastic surgery unit. Splitting of the lobes 
had started at the tips; there was no great pain and little 
bleeding, and she had continued to wear the earrings for many 
months. For the six months prior to admission she had been 
afraid to go out without both ears being completely hidden 
by a scarf, and the deformity was producing great psycho- 
logical disturbance. The scar tissue in the clefts of the lobes 
of both ears was excised completely and both lobes were re- 
formed by direct suture. The second patient, 4 woman aged 26, 
reported that she had been wearing spring clip-on carrings for 
over cight years. The clefts in the ear lobes had been present 
for five years, and began as a small hole at the site of maximal 
compression by the spring. She persisted, despite some pain, 
in wearing her earrings to hide the holes, and they increased in 
size until the complete clefts developed. Here again scar tissue 
was excised and the cleft was closed by suture. In the other 
two patients the ears had been pierced for the wearing of ear- 
rings, and an earring had been pulled out, causing the lobe to 
tear. The author feels that many defects of this type probably 
exist, but treatment is not always requested. It is suggested 
that a relatively painless pressure necrosis of the soft tissues 
of the ear lobes by too severe a spring clip was the cause of 
the defect in the first two cases. The current fashion of wearing 
heavy earrings with correspondingly powerful spring clips is 
likely to produce further cases of cleft lobes. 


Surgical Problem of Local Post-Irradiation Effects. T. 
Routledge. Brit. J. Plast. Surg. 7:134-152 Uuly) 1954 Pa 
burgh, Scotland). 


This report is based on 62 cases selected as examples of late 
irradiation effects of a severity warranting surgical treatment. 
These cases accumulated over the course of three years. The 
following classification of the late local effects of radiotherapy 
is suggested: (1) the healed irradiation burn, (2) radionecrosis, 
and (3) postradiation s:lerosis. Routledge comments on changes 
in bone, cartilage, and tendon. Attention is drawn to the occur- 
rence of epitheliomatous change in previous'y stable postirra- 
diation scars and to the epidermal instability that is present 
in some innocent-seeming scars. Emphasis is laid on efficient 
dental preparation before irradiating lesions in or around the 
mouth and on the extreme vulnerability to x-rays of the grow- 
ing facial skeleton. Two cases are mentioned in which heman- 
giomas of the temporal region were treated in infancy by 
irradiation, with resultant marked asymmetry of the cheek and 
forehead. The contour defect produced was aggravated by an 
associated aplasia of the temporalis muscle. In another case 
a hemangioma over the nose bridge was treated by superficial 
x-ray therapy and there developed a marked saddle-nose de- 
formity, not as a result of osteonecrosis but from inhibition 
of growth of the nasal bones. Factors precipitating ulceration 
in radionecrosis include: mechanical trauma, further irradia- 
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tion, surgical procedures on the scarred area, and epithelio- 
matous changes. The following indications for operation are 
discussed: deformity, loss of function, cosmetic reasons, necro- 
sis, malignant changes, and doubt of recurrence of a malignant 
change. With regard to this last indication, the author says 
that only excision of the entire lesion can prevent the mistake 
of labeling a recurrence a “radionecrotic ulcer.” The ideal of 
excising a lesion completely may demand surgery so radical 
as to be incompatible with subsequent function. In such a 
case, the deep excision must be stopped at a point beyond 
which the function of the part might be endangered. The 
necessity of leaving behind some impaired tissue is not serious 
so long as repair is carried out at the same time. The author 
found split-skin grafts rarely satisfactory: first, when tendon, 
bone, or cartilage has been laid bare, full-thickness cover is 
essential; second, in some cases it is not possible to excise the 
scar completely, and such an avascular base would not support 
a split-skin graft. Therefore, skin having its own blood supply 
must be imported to cover the defect. Prevention of damage 
from irradiation is primarily the task of the radiotherapist. 
There should be more discrimination in the selection of cases 
for radiotherapy. The use of x-rays and radium in the treat- 
ment of benign lesions is decried. 


NEUROLOGY & PSYCHIATRY 


A Study of the Possible Effect of Gamma Globulin in a Mass 
Inoculation R. Graber. Wisconsin M. J. §3:368- 
376 Ululy) 1954 (Madison, Wis.]. 


During an outbreak of poliomyelitis in Wisconsin in 1953 a 
mass prophylactic program with gamma globulin was carried 
out in Polk County. This county, as well as the four adjoining 
ones, ts rural. A total of 114 cases of poliomyelitis occurred 
during the outbreak, up to Nov. |, that is, 45 in Polk and 69 
in the other four counties. Gamma globulin was administered 
to 93° of the children under 15 years of age in Polk County 
on Sept. 15 and 16. Epidemiological data from Polk County 
are compared with those from the other four counties. In Polk 
County, poliomyelitis developed in 28 children under 15 years 
of age. Five of these children had received gamma globulin. 
In the other four counties, 8 cases of 41 belonged in the same 
age group, with onset after Sept. 19. None of the latter had 
received gamma globulin. The difference is not significant. 
Thus there is no evidence that gamma globulin had any effect 
in altering the course of the poliomyelitis outbreak or pre- 
venting cases of the disease. The small number of cases that 
occurred after the immunization program did not permit an 
evaluation of possible modifying effects from the gamma 
globulin. It must be emphasized that the immunization pro- 
gram in Polk County was instituted not at or just before the 
epidemic peak but after the maximum incidence. Perhaps, 
mass immunization programs of this type are not feasible for 
maximum prophylactic effectiveness. Another important factor 
is the delay in reporting cases; the physician reports to the 
local health officer, and he reports to the district health officer. 
This method is one required by statute, yet it creates a lag in 
establishing the time when peak incidence is approached and 
adds to the other factors that impair timely organization for 
mass immunization. 


Pain Associated with Acute Poliomyelitis: Neurologic and 
Therapeutic Considerations. P. Bendz. A. M. A. Am. J. Dis. 
Child. 88:141-147 (Aug.) 1954 [Chicago]. 


Clinical analysis of about 200 cases of poliomyelitis with 
paralysis of extremities showed that the pain has both a neu- 
ralgic and a myalgic element. The character and distribution 
of the pain coincide with the symptoms in common root 
affections, such as herniated disk and acute polyradiculitis. 
Poliomyelitis pain therefore appears to have a radicular genesis, 
the neuralgic element being referable to the dorsal roots and 
the myalgic to the ventral roots. Therapy is symptomatic; the 
author advocates caffeine, in particular, as a drug adequate to 
relieve the neuralgia, and various local measures, such as local 
hyperemia or anesthesia, as well as vibration massage, to alle- 
viate the myalgia. For the treatment of acute painful muscle 
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Diagnosis of the Minor Seizure. H. C. 
Gregg and A. S. Rose. Neurology 4:599-604 (Aug) 1954 
|Minneapolis|. 


The psychomotor seizure is a nosological entity that is often 
misdiagnosed and treated as petit mal epilepsy. A group of 100 
epileptic patients, 8S of whom were domiciliary patients, 12 
were receiving general hospital care, and 3 were outpatients, was 
studied. Seventy-one had psychomotor seizures alone or in con- 
junction with grand mal episodes. Two patients with brief 
seizures manifested loud smacking of lips during the episode. 
Brief episodes are frequently ignored because both patient and 
physician focus their attention on the grand mal seizures, and 
when this type of scizure is brought under control, both are 
usually content to allow a “few little ones,” not realizing that 
it is from the minor discharge that the general cerebral storm 
may occur. Brief episodes are frequently misdiagnosed, because 
by tradition the term petit mal is used to describe the severity 
of a seizure in a roughly quantitative way. It is essential to ask 
the patient directly about the brief seizure, they will rarely vol- 
unteer such information. The patients should be reassured that 
brief bizarre episodes are well known and do not indicate in- 
sanity. The patient's age is an aid in the differential diagnosis 
of the minor seizure: petit mal does not begin after the age 
of 20, so if the seizure has begun after the second decade, the 
possibility of petit mal epilepsy is ruled out. Psychiatric symp- 
toms are relatively uncommon in petit mal epilepsy, but such 
symptoms are common in the psychomotor seizure. The pres- 
ence of an aura is an important differential point, because it 

almost never occurs in petit mal but is frequently present in 
psychomotor seizures. Usually the duration of the petit mal 
episode is shorter than the psychomotor seizure, and for the 
most part the patient with the petit mal seizure is immobile, 
or muscular movements are confined to rhythmic jerking or 
twitching (eyelids, brows). Movements in psychomotor seizures 
in contrast are usually semipurposeful; wandering about and 
gustatory movements are common. The postictal phase ts prob- 
ably the most reliable means of differentiation. The patient with 
petit mal epilepsy is instantly clear following an attack. Follow- 
ing a psychomotor seizure, however, the patient is invariably 
confused. Such patients may state that they are mentally clear 
at once following an attack, but if questioned directly, “at once” 
is actually a minute or two. If there is any postictal confusion 
Or vagueness, no matter how minimal, transient, or brief, one 
can be certain a psychomotor episode has occurred. 


GYNECOLOGY & OBSTETRICS 


Intravenous Pitocin in the Management of the Toxemias of 
. J. C. Parker and L. W. Roberts Jr. Am. J. Obst. 
& Gynec. 68:518-528 (Aug.) 1954 [St. Louis}. 


Observations at maternity centers have indicated that the 
duration of toxemia of pregnancy is probably of more sig- 
nificance in relation to permanent hypertension than its severity. 
A mild toxemia of over three to four weeks duration in a 
primipara is more apt to result in permanent vascular damage 
than a more severe toxemia of shorter duration. When a patient 
suffering from a toxemia of pregnancy fails to show improve- 
ment after a reasonable period of conservative therapy, her 
pregnancy should be terminated. Parker and Roberts believe 
that the intravenous injection of a solution of oxytocin (Pitocin) 
for the induction of labor offers aid in the following cases: (1) 
borderline cases of toxemia in which the time clement is be- 
coming a disturbing factor; (2) the so-called controlled pre- 
eclamptic and eclamptic toxemias, where the attendant is 
reluctant to discharge the patient from the hospital prior to 
delivery; and (3) the cases of prepregnancy hypertension with 
superimposed acute toxemias of pregnancy after the latter have 
been brought under control. They employ a 1:2,000 concentra- 
tion of oxytocin in 5% dextrose in distilled water, generally 
using 0.25 cc. in S00 cc., respectively. This is allowed to run 
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at a rate of 30 to 40 drops per minute. Usually, immediately 
following the introduction of the solution into the patient's vein, 
and throughout the duration of treatment, fairly good uterine 
contractions commence and continue. Following the cessation 
of flow of the solution, however, the contractions may stop. 
The patient is then returned to her room but brought back to 
the labor room on succeeding days until labor either continues 
after the solution has again run in, or the cervix is amenable 
to rupture of the membranes. The authors review observations 
on 35 women in whom labor was successfully induced by this 
method. No deleterious effects were noted in any mother. There 
was one stillbirth. While the follow-up had not been completed 
for the entire series at the time this report was written, all of the 
patients who had been checked possessed normal blood pressures 
and urinary and blood chemistry findings, with the exception of 
those who had shown prepregnancy hypertension. The intrave- 
nous administration of oxytocin permits a more rapid control of 
the situation in the event of the occurrence of any deleterious 
effects to either the mother or the fetus than does the hypodermic 
or intramuscular use of this agent. In experienced hands, and with 
careful selection of cases, the intravenous use of oxytocin is a 
safe and effective method of dealing with the late management 
of toxemias of pregnancy. 


Studies on Rh: Hl. The Antepartum Prediction of Hemolytic 
Disease in the Newborn with the Aid of Aantihuman Globulin 
Serum. J. S. Zelenik, M. D. Altamirano and H. Prystowsky. 
Am. J. Obst. & Gynec. 68:633-638 (Aug.) 1954 [St. Louis]. 


High Rh antibody titers have been reported in some Rh 
negative mothers whose infants were free from hemolytic 
disease and low antibody titers have been reported in some 
mothers whose infants have been severely damaged. This un- 
satisfactory correlation between the degree of antibody titer in 
the mother and the degree of disease in the infant is causing 
physicians to disregard any Rh antibody titer studies on the 
mother. In an earlier report Zelenik and his associates had 
described their use of antihuman globulin serum in the pre- 
natal study of hemolytic disease of the newborn. Further 
studies with the same serum confirmed their earlier impression 
that a more helpful aid is now available to the clinician in the 
antepartum prediction of hemolytic disease in the newborn 
They studied 65 mothers who showed albumin or albumin and 
antihuman globulin antibodies. They stress the following points: 
1. Absence of antiglobulin antibodies in the maternal circula- 
tion, despite the presence of albumin or saline antibodies, will 
result in a negative Coombs’ test in the infant. The infant's 
Rh type cannot be predicted. 2. Presence of antiglobulin anti- 
bodies resulted in an Rh positive infant in every instance. 
3. Antiglobulin antibody titers less than 1:8 resulted in a nega- 
tive Coombs’ test in the infant. 4. Antiglobulin antibody titers 
over 1:8 always resulted in a positive Coombs’ test in the infant 
and a variable degree of disease in the infant. S$. A sudden 
sharp rise of antiglobulin antibody titer of four or more tubes’ 
dilution in a one to two week period always resulted in an 
infant with moderately severe or severe hemolytic disease. 
The earlier this rise in antiglobulin antibody titer occurs, the 
greater seems to be the threat to the infant. 


ABO Blood Groups and Toxemia of Pregnancy. |. A. Pike 
and A. M. Dickins. Brit. M. J. 2:321-323 (Aug. hy 1954 
[London, England}. 


Investigations on the relationship of toxemia of pregnancy to 
blood groups were carried out on 3,813 consecutive admissions 
to a maternity hospital. A patient was regarded as toxemic if 
she possessed two of the following signs: (1) a blood pressure 
of 140/90 mm. Hg or over after the 28th week of pregnancy; 
(2) the presence of clinical edema, or a weight gain of more 
than | Ib. (0.5 kg.) a week during the same period; (3) the 
presence of albuminuria in a catheter specimen, not due to 
infection. There remained for study 3,651 patients with accept- 
able records, of whom $41 had toxemia of pregnancy. There was 
a significant excess of patients with blood group O among those 
with toxemia in comparison with the women without toxemia. 
This increased proportion of group O women with toxemia of 
pregnancy, and the increased risk of fetal loss that toxemia 


contractures (muscle spasm), a simple method consisting of the 
production of reactive hyperemia after brief arterial stasis by 
means of a blood pressure cuff is recommended. This treat- 
ment brings about immediate freedom from pain for muscle 
extension. 
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implies, is interesting from many points of view. It might prove 
to account in part for the shortage of A children from the 
mating of O mothers with A fathers. The question arises 
whether the association might be due in some way to ABO 
incompatibility between fetus and mother. Dienst as early as 
1905 made the surprising statement that eclampsia is nothing 
but a transfusion of incompatible blood of the child into the 
mother's circulation. He abandoned this idea in 1908 for what 
seem rather inadequate reasons, but it was resurrected and 
elaborated by McQuarrie and Ottenberg in 1923. It was then 
severely criticized by Allen in 1926 and again passed into 
oblivion. With further interest, however, in isoimmunization 
and its association with fetal loss, several investigators sug- 
gested (1943 to 1945) the need of further investigation on the 
association of ABO blood group and toxemia of pregnancy. 
While it may be advisable to do this, it has also been sug- 
gested that hypertension after toxemia occurs in those patients 
in whom it would have developed in any case. It might be 
interesting to investigate the blood group distribution in patients 
with chronic hypertension. 


Tests with Hypotensors in Patients with Hypertensive Toxicosis 
During . A. Hauser. Schweiz. med. Wehnschr. 84; 
845-850 (July 24) 1954 (In German) [Basel, Switzerland]. 


The response of blood pressure to ganglion blocking agents, 
hydrazinophthalazine, and Rauwolfia preparations was tested in 
six pregnant women with hypertensive toxemia. These tests 
were performed, not for the evaluation of therapy but for find- 
ing an answer to the following questions: |. Is it possible to 
obtain considerable and prolonged drop of blood pressure 
by intravenous administration of ganglioplegics? 2. Does the 
reactivity to these vasodepressors change in the course of their 
administration”? 3. Which patients are sensitive to these drugs’ 
4. Can the so-called hypotensors exert a reverse effect on the 
blood pressure’ Intravenous administration of 50 or 100 me. 
of pendiomid used as a ganglioplegic agent. of 12.5 or 25 mg. 
of Nepresol (1,4-dihydrazinophthalazine), and of | to 2 mg. of 
reserpine (Serpasil), respectively, was carried out in the author's 
patients. In patients with kidney disease associated with hyper- 
tension and pregnancy, intravenous administration of reserpine 
or Nepresol alone or combined with pendiomid considerably re- 
duced the blood pressure for at least five hours at a time. The 
reactivity of female patients to vasodepressor drugs is highly 
individual and unpredictable. When the decision is made to 
administer these drugs, their effectiveness should first be ascer- 
tained by testing. Therapy is otherwise inexpedient, and may 
even be dangerous. Continuous administration of the drug 
requires checking of its effectiveness at regular intervals. 
Resistance to the drug may occur after only a few days of its 
administration, and it makes continuation of therapy super- 
fluous or even dangerous. Pendiomid alone may lead to pro- 
nounced rises in blood pressure of hypertensive pregnant women 
with nephropathy and should therefore never be used as the sole 
agent in patients of this type. 


Choice and Efficiency of Methods for the Early Detection of 
Carcivoma of Cervix Uteri. J. Berger. Schweiz. med. Wehn- 
schr. 84:860-867 Guly 24) 1954 (In German) |Basel, Switzer- 
land}. 

A consulting hour for the early detection of genital carci- 
noma and for prophylactic examination of female patients was 
established in 1953 at the university clinic for gynecology and 
obstetrics in Basel, Switzerland. Between June |, 1953, and 
April 1, 1954, 1,800 patients were examined, $92 of whom 
came from the gynecologic department of the university clinic, 
722 from the polyclinic for women, 87 from the medical and 
surgical university clinics, and 99 from practitioners. Routine 
examinations included vaginal smears, vaginal and rectal gyne- 
cologic examination, examination of the cervix with the specu- 
lum, and colposcopy (acetic acid and iodine tests). Biopsy under 
direct vision was performed in patients suspected of having 
carcinoma. Patients with repeatedly suspicious or positive 
smears were sent to the clinic for cervical curettage or frac- 
tionated curettage. In 1,059 of the 1,500 patients findings were 
benign; 358 patients had simple atypical epithelium, a com- 
bined ratio of 94.5%. Twenty-cight patients (1.85%) were kept 


J.A.ML.A., Nov. 13, 1954 


under observation. Of the remaining SS patients (3.7%), 21 
were classified as having carcinoma types 3 and 4 according 
to Hinselmann,; 12 had carcinoma that was clinically not mani- 
fest, and 22 had clinically manifest carcinoma. The best results 
with respect to carly diagnosis were obtained with combined 
colposcopy, cytodiagnosis, and microscopic examination of 
tissues. Schiller’s iodine test and cytology are recommended 
as preliminary procedures in order to include as many patients 
as possible and to avoid consuming of too much time. The 
author's data suggest that carcinoma of the cervix can be ruled 
out with 9S certainty by cytodiagnosis. Histological findings 
still remain decisive with respect to therapy. 


Influence of Hepatitis During Pregnancy on the Infant. H. 
Ellegast, G. Gumpesberger and F. Wewalka. Wien. klin. 
Wehnschr. 66:507-S11 (uly 23) 1954 (In German) [Vienna, 
Austria. 


The influence of hepatitis occurring in the course of pregnancy 
was studied by Ellegast and associates with respect to the pos- 
sibility of diaplacental transmission of the hepatitis virus to the 
fetus and with respect to the occurrence of congenital disorders 
in the infant. Of 57 women who had hepatitis in the course of 
their pregnancies, 51 were delivered of viable infants. Of the 
remaining six, two were delivered of dead infants and four had 
infants who died on the first day after birth; none of these six 
infants had jaundice. Of the $1 viable infants, 50 did not show 
any signs or symptoms of damage to the liver or cirrhosis, while 
jaundice occurred in one infant on the seventh day after delivery. 
The mother of this infant had severe scrum jaundice in the 
course of her pregnancy, the onset of which occurred in the 
second month of gestation and lasted for 11 weeks. Subicterus 
associated with pronounced excretion of bilirubin in the urine 
occurred a few days before delivery and a hepatitis epidemic 
was observed at the same time in the neighborhood of the patient. 
In this case, a diaplacental transmission of the infection to the 
fetus was assumed, but it could not be decided whether the virus 
of serum jaundice or that of epidemic hepatitis was transmitted. 
These data suggest that a diaplacental transmission of hepatitis 
from the mother to the infant may occur rarely and may be 
limited to a few cases. Of a group of 25 infants whose mothers 
had hepatitis immediately after their deliveries or in the first 
months thereafter and who, therefore, must have become in- 
fected in the course of their pregnancies, 7 died within the first 
eight months after birth. Of these seven infants, one died at the 
age of 6 months of an acute liver atrophy. Another infant died 
at the age of 6 weeks of enterocolitis, and at the time the mother 
had hepatitis. The other five infants did not show any signs of 
acute or chronic disease of the liver. Despite the apparently rare 
occurrence of hepatitis in an infant or fetus, the possibility of 
diaplacental transmission of the pathogenic agent must be con- 
sidered in any type of infectious hepatitis. The occurrence of 
hepatitis in the infant may be prevented by maternal immune 
bodies in most cases. Of 43 infants born from mothers in whom 
the onset of hepatitis had occurred 14 days before the delivery 
at the latest, none had a congenital malformation or disturbance 
of development. A chondrodystrophy and a bilateral congenital 
dislocation of the hip, respectively, were observed in two infants 
born from mothers who had hepatitis shortly before or at the 
time of their conception; damage caused by the hepatitis virus 
might have been considered in these two cases. The authors’ 
observations suggest that congenital disorders result less fre- 
quently from hepatitis of the mother, even if it had occurred 
during the first months of pregnancy, than from other virus 
diseases, such as German measles, mumps, or influenza. 


ment of Hypertension Appearing Early in 

Finnerty Jr. Am. J. M. Sc. 228:140-147 (Aug.) 1984 white. 
delphia|. 


Hydralazine (Apresoline) hydrochloride was given orally to 
91 antepartum clinic patients. Forty-four of the patients had 
hypertensive vascular disease, 29 had hypertensive vascular 
disease and superimposed toxemia, and 18 had true toxemia in 
the fourth to the sixth month of gestation. Therapy was started 
with a dose of 40 mg. of the drug per day in four divided doses 
of 10 mg. The dose was increased by 40 mg. per day until a 
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daily dose of 400 mg. was reached, an effective therapeutic result 
was seen, or persistent toxic reactions necessitated discontinua- 
tion of the drug or lowering of the dosage. The duration of the 
therapy varied from three weeks to five months, with an average 
duration of 6.5 weeks. Of the 91 patients, 36 obtained excellent 
results, with a reduction of diastolic blood pressure of more 
than 20 mm. Hg, disappearance of symptoms, decrease of edema 
and albuminuria, a diastolic blood pressure rise, and no toxic 
reactions to the drug; 9 had good results, with a reduction of 
diastolic blood pressure of more than 10 mm. Hg, disappear- 
ance of symptoms, decrease of edema and albuminuria, and 
mild toxic reactions to the drug; 6 had fair results, consisting 
in a reduction of diastolic blood pressure of more than 10 mm. 
Hg. decreasing symptoms and signs, and moderate toxic re- 
actions to the drug; 40 patients had poor results, with no hypo- 
tensive response, persistence of signs or symptoms, or persistent 
toxic reactions to the drug. The average effective dose of 
hydralazine was 200 to 300 gm. per day. Increased dosage failed 
to enhance the therapeutic effect and doubled the incidence of 
toxic reactions to the drug. Headache was the only major toxic 
reaction in 34 patients. Since about one out of three patients 
responds dramatically to oral administration of hydralazine, and 
since one cannot predict which patient will respond well, a 
trial of hydralazine seems indicated in all patients with carly 
toxemia or progressive diastolic hypertension. If hydralazine 
therapy has not controlled the toxemic process in two weeks’ 
time, it should be discontinued and hospitalization advised. 


PEDIATRICS 


Heart Failure in Children with Active Rheumatic Carditis. 
G. Thomas. Brit. M. J. 2:205-208 Gully 24) 1954 [London, 
England}. 


Although heart failure is generally regarded as fairly com- 
mon in children with rheumatic carditis, Thomas found in a 
special unit for juvenile rheumatism that rheumatic carditis 
was fairly uncommon. He believes that this may be due to the 
distinction he makes between pericardial effusion and heart 
failure. Certain signs may casily be attributed to heart failure 
when they are in fact due to effusion. The distinction may be 
difficult, for in both conditions there may be dyspnea with 
reduced vital capacity, increased jugular venous pressure, and 
enlargement of the liver. Furthermore, pericardial friction may 
not be heard in effusion, the electrocardiogram may be normal, 
and the radiological appearances may be similar to those of 
dilatation. The question is of more than academic interest, 
however, for the prognosis of effusion is better than that of 
failure: of 23 patients with effusion and no evidence of failure 
seen during the last four years, four died; of seven with failure, 
three died. The salient features of pericardial effusion and of 
episodes of heart failure are described and illustrating case 
histories are presented. High fever, raised sedimentation rate, 
and polymorph leukocytosis are found in effusion as compared 
with subnormal temperature, low sedimentation rate, and nor- 
mal white blood cell count in failure: peripheral edema, ascites, 
and sometimes liver pu'sation occur in failure but not in effu- 
sion; rapid changes in heart size and s‘ape are seen in effusion 
but little change in failure, there is a good response to digitalis 
and other treatment in failure and no response in effusion. 
Heart failure is rare except in patients with murmurs and 
cardiac enlargement who have often had long-continued pre- 
ceding rheumatic activity, whereas effusion may occur when 
there is little or no other evidence of heart involvement and not 
infrequently within four weeks of the onset of a first attack. 


A Successful Treatment for Infantile Eczema. F. D. Nance. 
Hawaii M. J. 13:452-453 Uuly-Aug.) 1954 |Honolulu, T. 


Nance shows that the only successful treatment of infantile 
eczema is prevention. He presents histories of two infants to 
illustrate the typical preliminary history of an eczema problem 
and to show the preventive treatment. The preventive treat- 
ment may be summarized as follows: |. Inquire into the family 
history of all newborn infants, and consider cach one with an 
allergic family history as a possible eczema problem. 2. En- 
courage breast feeding whenever possible, especially in allergic 
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families. 3. Give no artificial formula to any infant under the 
age of 3 days. 4. Recognize allergic colic when it occurs and 
treat it as such; consider every such case as a probable eczema 
problem. 5. Start no complementary foods in these children 
under the age of 3 months. 6. Introduce new foods one at a 
time and in small amounts. 7. Use no mixtures of foods, such 
as the “mixed” cereals or the multiple compounds of meats, 
vegetables, and cereals. 8. Stop the most recently added food 
if eczema occurs. If it persists, go back to the base dict— 
milk or milk substitute—alone. If eczema still persists, change 
the base dict. The use of this system over a 10 year period 
has had the result that no severe case of eczema has occurred 
among the treated children in a practice that includes an aver- 
age of 8 to 12 new cases of severe eczema per year among infants 
not cared for from birth. The system is based on two beliefs: 
(1) that food sensitivity is the original cause of infantile eczema, 
and (2) that the younger an infant is, the more easily he is sensi- 
tized. In commenting on the rule “no formula under three days, 
and no complementary foods under the age of 3 months,” he says 
that food sensitivity is presumed to be acquired by absorption of 
unchanged protein through the intestinal wall. Experiments have 
shown that blood plasma given by mouth to an infant in his 
first day of life will appear in the blood almost as rapidly as 
though it were given by vein. Measurable amounts go through 
in the second day; after that time the amounts are too small 
to measure. While it is unsafe to assume that cow's milk pro- 
tein behaves exactly like serum protein in the infant's intestine, 
it seems probable that the intestinal wall is more permeable to 
unchanged protein in the first two days of life than it is later 
on. The foods most commonly shown as causes of eczema are 
cow's milk and wheat: these two foods are commonly the 
earliest foods fed to infants. The author feels that eczema 
problems are created by making infant feeding too complicated. 


The Vitamin B. Content of Milk Products. |. B. Hassinen, 
G. T. Durbin and F. W. Bernhart. J. Nutrition §3:249-257 
(June) 1954 [Philadelphia]. 


The importance of vitamin B. (pyridoxine) in human nutri- 
tion, particularly in the feeding of infants, has been shown 
by several investigators. It has been shown that a convulsive 
syndrome that occurred in infants fed with one of the com- 
mercial sterilized liquid infant formulas was promptly alleviated 
by pyridoxine administration. As cow's milk, most frequently 
used in the form of sterilized liquids and dried products, is 
the most important article of diet for nearly all bottle-fed 
infants, knowledge of the vitamin B. content of milk products 
is of considerable importance. This paper reports: (1) a sur- 
vey of the vitamin B, content of processed milks including 
commercial infant formulas, (2) the effect of heat processing 
necessary for sterilization of canned liquid milk products on 
vitamin B. content, and (3) the heat stability in milk of pyri- 
doxal, pyridoxamine, and pyridoxine. Determinations of the 
vitamin RB. content of milk were done by a method that em- 
ploys Saccharomyces car!sbergensis, an organism that responds 
about equally well to pyridoxal, pyridoxamine, and pyridoxine. 
Sterilized liquid milk products were found to contain from 33 
to 64° (0.10 to 0.35 mg. per liter) and dried milk products 
69 to 89% (0.24 to O.S2 mg. per liter) of the vitamin B. 
activity of the fresh milk used in their formulation. The heating 
process commonly used in industry for sterilization of liquid 
milk products causes a considerable decrease in vitamin B, 
content. Decreases in vitamin B, of sterilized liquid milk 
products not only occur during autoclaving but also continue ata 
relatively rapid rate for as long as seven days. Pyridoxine 
added to sterilized liquid milk products ts more resistant to 
heat inactivation than pyridoxal, pyridoxamine, or the naturally 
occurring vitamin B. in milk. 


Experiences with BCG Vaccination in Newborn Infants: 
Contribution to Problem of Duration of Immunity After 
Vaccination. H. Czermak and A. Rosenkranz. Wien. klin. 
Wehnschr. 66:489-493 (uly 16) 1954 (In German) [Vienna, 
Austria}. 

A routine BCG vaccination of newborn infants has been 
carried out at the two university clinics for gynecology and 
obstetrics in Vienna for the last three years with the consent 
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of the parents, who gave it in 90 to 95° of the cases. While 
BCG vaccination of newborn infants has likewise been carried 
out on an increasing scale in other lying-in hospitals in Vienna, 
it has not yet been practiced in the rural districts of Austria 
because of deficient organization and lack of information of 
physicians and parents. Intradermal BCG vaccination was done 
in the upper third of the outer side of the left thigh: 0.10 cc. 
of vaccine was injected into the skin as superficially as possible. 
A diameter of from § to & mm. of the wheal proved to be 
adequate. Slight swelling occurred occasionally in the area of 
the injection but disappeared within half an hour. A small 
nodule could be palpated or a livid discoloration of the skin 
observed within four to six weeks after the vaccination. General 
febrile reactions did not occur. Minimal local complications 
were limited to the primary complex and occurred in an insig- 
nificant number. Healing with return to health took place in 
all cases. Development of tuberculin sensitivity in newborn 
infants requires 4 to 6 more weeks than in older children, 
and, therefore, postvaccination tests with | mg. according to 
Mantoux’s technique were carried out not earlier than after 
12 weeks. Positive reaction to the test was observed in 98° 
of the vaccinated infants. Control tuberculin tests carried out 
one and two years after the vaccination revealed a decrease 
of positive reactions to the tests by only a small percentage. 
As a result of their experience with more than £,000 BCG 
vaccinated newborn infants, the authors emphas'ze that BCG 
vaccination is free of risk. They agree fully with the favor- 
able reports colle-ted from the literature, and they recommend 
BCG vaccination of newborn infants as one of the most 
valuable measures in the fight against tuberculosis. 


Progeria: of a Case with Post-Mortem Findings. 
L. Atkins. New Fnretand J. Med. 250:1065-1069 (June 24) 
1954 [Boston]. 


The 23rd case of progeria (Hutchinson-Gilford syndrome) 
and Sth with autopsy findings to be reported in the literature 
occurred in a boy who was brought to the Massachusetts 
General Hospital at the age of 2 years and 10 months. His 
symptoms were slow weight gain, unusual facies (prominent 
scalp veins, protruding eyes, and a receding lower jaw); and 
thick, irregularly pigmented skin of the abdomen. The patient 
was followed until his death at the age of 11 years and 3 
months from severe coronary artery disease with myocardial 
infarction. During this period he took on the appearance of 
an old, wizened person. He had essential hypertension and a 
persistent cerebral bruit. Digitalization was of benefit to him, 
relieving his nocturnal dyspnea; nevertheless, for the last two 
years of life his activity was restricted. The most interesting 
postmortem finding, which also occurred in another autopsied 
case, was a slight decrease in the number of cosinophil cells 
of the anterior lobe of the hypophysis. This does not seem 
sufficient evidence for the hypophysial origin of progeria. 


Heredity with Follow-Up of Two Affected Sisters. 
A. H. Mostafa and M. Garr. Arch. Pediat. 71:163-172 Uune) 
1954 [New York]. 


Progeria, or Hutchinson-Gilford disease, is one of the rarest 
diseases of childhood, only 22 typical cases having been re- 
ported. The disease usually starts at the end of the first year 
of life, with loss of hair, arrest of growth, loss of eyebrows 
and cyelashes, prominent eyes, small face, receding chin, over- 
crowded teeth, and dwarfism. Owing to loss of subcutaneous fat, 
the limbs look thin with relative enlargement of the joints. 
The hands are especially affected, the nails atrophied, the skin 
thin, and the fingers flexed, looking like the hands of an old 
person. Alopecia and stooping give the child the characteristic 
elderly appearance. As the child grows older, arteriosclerotic 
changes set in and the patient usually dies of coronary throm- 
bosis at the second decade of life. Coxa valga, small clavicles, 
and thin bones are always evident on x-ray examination. 
Defective ossification of the skull is also commonly present. 
The two cases presented here concerned sisters, whose parents 
were first cousins. Evidence obtained in these sisters and their 
family suggests that a hereditary element is to be considered 
in progeria. The sporadic nature of the disease in the previ- 
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ously reported cases may well be due to the rarity of the 
syndrome and the absence of consanguinity. It is 

however, that until more familial cases are described, it is safer 
to state that progeria is sometimes transmitted as a recessive 
inherited characteristic. 


Causative Factors Underlying Congenital Heart Malformations: 
1. Patent Ductus Arteriosus. R.C. Anderson. Pediatrics 14:143- 
182 (Aug.) 1954 (Springfield, 


Although the causation of cardiac malformations is still 
largely a matter of speculation, several significant observations 
have been made in recent years. It has been recognized that 
congenital heart defects may be familial, that they may com- 
plicate maternal rubella, or may occur in mongolism, with such 
a clearly hereditary condition as arachnodactyly, and with 
various skeletal and soft tissue malformations nonspecific in 
nature. Malformations of the heart have been experimentally 
produced in laboratory animals by dietary control. The present 
study was begun several years ago, and so far a study has been 
made of 205 patients with patent ductus arteriosus in whom 
the diagnosis had been confirmed at surgery. Detailed family 
information was obtained in 117 patients, of whom 105 had 
“uncomplicated” cases, 4 had a history of maternal rubella, 
and 8 had an additional cardiac defect but a negative his- 
tory for maternal rubella. In the “uncomplicated” group, there 
were 145 later-born siblings, 2 of whom had patent ductus 
arteriosus. No cases of congenital heart defects were reported 
among the parents or the 25 children of patent ductus arteriosus 
patients. No cases of cousin marriage were reported in the 
patients of the 111 cases for whom this information was avail- 
able. Patent ductus arteriosus occurred in five sets of twins, all 
discordant with respect to the defect, including two definitely 
uniovular pairs, two probably uniovular pairs, and one probably 
binovular pair. No evidence was found of a birth order effect 
for patent ductus arteriosus cases, but a seasonal incidence was 
noted for cases associated with maternal rubella or having addi- 
tional cardiac defects. The incidence of patent ductus arteriosus 
in the general population was estimated to lie between 1 in 
2,500 and 1 in 5,000 with the true figure probably lying closer 
to the former. There seems to be a familial tendency in the 
occurrence of patent ductus arteriosus. The risk figure for the 
recurrence of congenital heart defects in later-born siblings is 
of the order of | in 50. It was suggested that patent ductus 
arteriosus is not an entity of single cause but that it depends 
on various factors. 


Epidemic of Diarrhea of Newborn Caused by Escherichia Coli 
0-111, B.. C. S. Stulberg, W. W. Zuelzer and A. C. Nolke. 
Pediatrics 14:133-142 (Aug.) 1954 (Springfield, 


An epidemic of diarrhea occurred in the premature nursery 
of a Detroit hospital. Although in retrospect there was evidence 
of the existence of diarrhea prior to May 29, 1953, the presence 
of a nursery epidemic was not recognized until that date, when 
10 infants had frank diarrhea and 6 of them had severe clinical 
manifestations. The illness had the usual features of so-called 
epidemic diarrhea of the newborn, with increased numbers of 
stools of watery consistency and greenish color. In about half 
of the infants dehydration, lethargy, temperature instability, 
weight loss, and anorexia were noted. Vomiting occurred in the 
more severe cases. Prior to the use of effective antibiotic therapy, 
about half the cases were classified as severe, the others as mild 
to moderate. The results of bacteriological, epidemiological, 
and therapeutic studies identified the causative agent as a specific 
type of coliform organism, Escherichia coli 0-111, B,. This 
organism was isolated in virtually pure culture from the stools 
of 24 premature infants in whom diarrhea developed. It was 
not found in premature infants who were effectively isolated 
and who remained clinically well. Esch. coli 0-111, B, was not 
present in the stools of patients before their illness started but 
was isolated, again in practically pure culture, almost simul- 
taneously with the onset of symptoms. Neomycin proved to be 
an effective chemotherapeutic agent, both in eliminating the 
organism from the stools and causing the cessation of symptoms 
within a short time of each other. Three patients died. Their 
case histories and postmortem findings with relation to the patho- 
genesis of the disease are discussed. 
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DERMATOLOGY 


Vaccination in Presence of Skin Diseases: Results in 84 Cases. 
W. A. Dewar and O. A. Finn. Glasgow M. J. 38:141-144 
Uuly) 1954 (Glasgow, Scotland]. 


In general, vaccination is contraindicated in the presence of 
disease of the skin, because of the danger of eczema vacci- 
natum. During the 1950 smallpox outbreak in Glasgow patients 
in the dermatological wards of a general hospital became con- 
tacts of two persons in whom smallpox developed. Vaccination 
of the patients at risk was considered advisable in spite of the 
fact that they all had some form of skin disease. An exception 
was made in cases of infantile eczema and Besnier’s eczema, 
since eczema vaccinatum is a particularly common and dan- 
gerous complication in such cases. Vaccination was accepted 
by the other patients after they had been informed of the risks 
associated with vaccination and of the danger of contracting 
smalipox if vaccination was refused. Vaccination was carried 
out on the upper arm by single scarification one-quarter inch 
in length through calf lymph. The area was covered by a dry 
sterile dressing, which was bandaged securely in place. Patients 
and nursing staff were warned not to interfere with the dress- 
ings. During inspection of vaccination reactions care was taken 
that contaminated dressings did not touch eczematous areas, 
and new sterile dressings were put on after each inspection. 
Eighty-four patients were vaccinated successfully on the first 
or second attempt. Complications appeared in only four of 
these patients; two were vaccinial eruptions, and two were 
of a nonspecific nature. The absence of Kaposi's varicelliform 
eruption (eczema vaccinatum) as a complication among these 
patients is interesting and is discussed. The protective bandag- 
ing of all vaccinations in patients and in nursing and medical 
staff may have been responsible for the small number of vac- 
cinial eruptions, and the authors suggest this measure as one 
to be adopted in such circumstances. The small number of 
complications following vaccination in this series does not indi- 
cate that vaccination can be performed with impunity in the 
presence of skin eruptions; nevertheless, in the event of real 
danger of smallpox, vaccination may be justifiable despite the 
presence of skin disease. 


A Survey of Tinea Capitis Five Years After Treatment by 
X-Ray Epilation. N. A. Thorne and R. V. Grange. Postgrad. 
M. J. 30:423-424 (Aug.) 1954 [London, England}. 


In a five year follow-up of 365 patients with microsporon 
infection of the scalp treated by x-ray epilation, 128 patients 
were cxamined and replies were received from a further 28. 
In no patient was there any evidence of damage to the scalp 
or hair from the radiotherapy, nor of recurrence of the ring- 
worm. 


Treatment of Herpes Zoster with Cortisone. J}. P. Doenges. 
Iinois M. J. 106:131-133 (Aug.) 1954 [Chicago]. 


Doenges had his attention attracted to the use of cortisone 
in herpes zoster in a patient with involvement of the fifth 
cranial nerve in whom the cornea had become ulcerated. 
Treatment with cortisone was started because of the eye lesion, 
and there was a more rapid resolution of the skin lesions, as 
well as a prompter healing of the corneal ulcers, than could 
be expected with the conventional methods of treatment. The 
present report is concerned with 15 patients with herpes zoster, 
ll of whom were treated only with cortisone, three with 
cortisone and chloramphenicol, and one with chloramphenicol 
alone. All but two of the cases were moderately severe or 
severe. There were no adverse effects from the use of cortisone. 
Though it could not be definitely established that cortisone 
held any special advantages, it was felt that in cases in which 
scar tissue formation might prove to be a serious side-effect 
the use of cortisone warrants further trial. In ophthalmic 
herpes cortisone seems of real value, but there is probably no 
justification for the routine use of cortisone or chloramphenicol 
in uncomplicated cases of herpes zoster. 
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Adrenalectomy for Prostatic Carcinoma. P. R. I cherman, 
M. Bogash, J. Figueroa-Colon and J. E. Bowers. J. Urol. 72: 
105-110 (Aug.) 1954 [Baltimore]. 


Six patients with prostatic carcinoma underwent total adrenal- 
ectomy. Five of them had previously had castration-estrogen 
therapy. Two patients showed no response. Four obtained sub- 
jective improvement and three objective improvement. The 
improvement was temporary. Subjective improvement after 
adrenalectomy did not parallel objective improvement: a dis- 
sociation between relief of bone pain and steady progression 
of skeletal metastases was observed. In no patient did metas- 
tases regress. It is presumed that the further climination of 
androgenic substances is the main cause of favorable response 
to adrenalectomy in human prostatic cancer. 


Treatment of Inoperable Prostatic Carcinoma with Au'"*. 
L. M. Orr, J}. L. Campbell Jr. and M. W. Thomiley. J. Florida 
M. A. 41:103-109 (Aug.) 1954 |Jacksonville, Fla.!. 


The use of radioactive substances in inoperable prostatic 
carcinoma might be questioned, because years ago irradiation 
with roentgen rays or radium had proved ineffective in the 
treatment of cancer of the prostate. Isotopes, however, have 
several unique properties not possessed by roentgen rays, 
radium, radon, or even cobalt. An isotope is a form of radia- 
tion suspended in a solution as a stable colloid containing 
millions of small particles representing multiple point sources 
of radiation. Au'’* was selected as the most suitable isotope 
for use in prostatic cancer because of its stability, its favorable 
half life of 2.7 days, its relative uniformity in arrangement 
of its molecular pattern, its proportion of gamma and beta 
radiation, and its relatively low cost of production. The tech- 
nique of instillation and a series of 26 cases are presented 
with a discussion of results obtained by retropubic and peri- 
neal instillation of Au'’*. The dosage of Au'"* delivered into 
each gland was generally based on its size and the amount 
of tumor present. The average dose given per operation was 
90.3 mc. In view of the average size this gives an average 
ratio of 2.1 mc. per gram of tissue, which is higher than the 
reported optimum dosage. The largest dosage to any one 
patient was 200 mec.; however, this was delivered in two sepa- 
rate operations with an interval of five and a half months 
intervening. The largest dose given at a single operation was 
145 me. and the smallest 25 mc. One of the many advantages 
of this type of therapy is the ease with which additional Au'"* 
can be injected perineally as nodules or areas of hardness 
develop. As much as § to 7 cc. of colloidal gold may be 
injected through spinal needles through the perineum with no 
ill effects. Of the 26 patients, S died, 3 others obtained poor 
results, 4 good, and 14 excellent results. As a rule the entire 
prostatic area undergoes a softening and shrinking process 
that results in a flat or even concave prostatic bed. Not only 
has an atrophy of a large percentage of viable tumor tissue 
taken place, but the chance of early metastasis has been mini- 
mized by the pick-up of the beta particles in the lymph vessels 
draining the area. Problems to be investigated in connection 
with the use of interstitial gold therapy include the following: 
1. How much of the gold injected into the prostate remains in 
the gland’? How much is lost in the urine, through drainage 
at the operative site, through gold spilled and removed from 
the body in the operating room, and through gold that goes 
by blood stream to the liver? 2. How much gold goes to the 
adjacent lymph nodes, and is this amount sufficient to have 
a cancerocidal effect? 3. What is the dosage received by the 
rectum, adjacent to the prostate, and how can this be reduced 
without affecting the treatment? Solving these problems would 
improve results and eliminate possible undesirable reactions. 


Cavernostomy in Renal Tuberculosis. W. Stachler. Medizinische 
No. 27/28:943-945 (uly 10) 1954 (In German) [Stuttgart, 
Germany}. 

Renal cavernostomy followed by instillation of streptomycin 
was carried out in seven patients with renal tuberculosis who 
were admitted to the urology department of the University of 
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Tiibingen. This method of treatment is indicated in isolated 
large cavities provided they are closed, i. e., that they do not 
communicate with the pelvis of the kidney. The size of the 
cavities varied from that of a cherry to that of a pigeon or 
chicken egg. The indication for cavernostomy is urgent in patients 
with positive kidney urine; but even in patients with negative 
urine, cavernostomy is indicated if the cavity is large, because 
disinfection of the focus can thus be obtained. After careful 
protection of the wound, an incision was made into the cavity 
and the contents were aspirated. Scraping of the cavity wall was 
carried out with a sharp spoon. Digital palpation of the cavity 
is indispensable for the exclusion of adjacent cavities. On sur- 
gical intervention, three large cavities were found in the upper 
pole of the kidney of one of the patients, and one of these 
cavities was opened through the wall of one of the other cavities. 
Infiltrating tuberculous processes in the tissues adjacent to the 
cavities were excised. Streptomycin powder was instilled into 
the emptied cavities, and thin drains were left in place for 14 
days. Primary healing of the wound even after removal of the 
drains was amazing. Neither urinary nor tuberculous wound 
fistulas were observed. Kidney urine became negative and the 
excretory function of the kidney was improved. Comparison 
with 19 patients who were subjected to partial resection of the 
tuberculous kidney showed that cavernostomy was tolerated 
better than partial resection. Cavernostomy may also be used 
in solitary kidneys. Incision of cavities that communicate with 
the pelvis of the kidney is not recommended because of the 
risk of urinary and tuberculous wound fistulas. Disinfection of 
the focus cannot be obtained in this manner, because the process 
of disintegration is no longer isolated. 


Acute Renal Trauma in Boxers. R. D. Amelar and C. Solomon. 
J. Urol. 72:145-148 (Aug.) 1954 (Baltimore). 


In addition to an effect of exercise, there is also an effect of 
acute trauma observed in the urine of boxers immediately after 
a fight. The degree of severity of the changes noted correlates 
with the duration of the fight. It was found that 46°% of fighters’ 
urines changed from clear before a bout to turbid immediately 
afterward. The urinary specific gravity increased in 80° of the 
103 fighters from whom double specimens were obtained. 
Traces of acetone were present in 14%. The urinary pH de- 
creased in 39%. Sugar was spilled in the urine in 9° of the 
boxers. Albuminuria, which was not present in any before the 
bout, occurred in 68%. Microscopically, red blood cells were 
found in significant pathological amount in 73° of the boxers 
after fighting, and 26° were found to have casts of granular 
or hyaline varicty in their urine. In each case, when casts were 
present, red cells were also present microscopically. Small 
numbers of crystals, mostly of caicium oxalate, were seen in 
20%. The question of the effect of repeated trauma on the 
production of scarring in the kidneys and eventual diminution of 
renal function should be studied; this could be done in retired 
boxers. A routine urinalysis should be part of each prefight 
examination. It is recommended that a boxer not be allowed to 
fight again until his urinary findings have returned to normal. 


OTOLARYNGOLOGY 


Congenital Laryngeal | Stridor: A Diagnostic Study Including 
Technique of in Infants. D.C. Baker Jr. 
A. M. A. Arch. Otolaryng. 60:172- 185 (Aug.) 1954 |Chicago}. 


There are many causes of chronic stridor, but congenital 
laryngeal stridor, a benign and self-limiting disorder, is the 
commonest cause of noisy breathing beginning at birth or 
shortly thereafter. It was the diagnosis in 76 out of 83 patients 
with stridor seen by the author. Chronic stridor can also be 
a symptom of a serious condition, which it is the otolaryn- 
gologist’s business to diagnose. The condition arises from a con- 
genital anomaly of the aortic arch and its branches that causes 
compression or constriction of the trachea or larger bronchi. Two 
cases of tracheal compression are reported in detail; one patient 
in whom there was a vascular ring was successfully treated sur- 
gically, while the other died after an exploratory operation 
sm no cause for the compression could be found at autopsy. 

Trach graphy with iodized oil is an excellent diag- 


J.A.M.A., Nov, 13, 1954 


nostic procedure for this lesion and is not complicated. It can 
be practiced at the time of direct laryngoscopy if the patient 
is on an x-ray table. The author considers it less dangerous 
and more informative than bronchoscopy for these cases. An 
enlarged thymus gland should not be accepted as the cause 
of a stridor on the basis of roentgen diagnosis alone. When 
chronic stridor is accompanied by paroxysms of obstructive 
dyspnea, cyanosis, and dysphagia, and when feeding brings on 
these symptoms or increases them, a constricting vascular ring 
should be suspected. 


Chronic Suppurative Otitis Media: Study of Sensitivity to 
Antibiotics of Bacteria Commonly Found in Chronic Otitis 
Media. T. Das, M. Singh, G. M. Taneja and others. A. M. A. 
Arch. Otolaryng. 60:158-171 (Aug.) 1954 [Chicago]. 


A study of 150 cases of chronic suppurative otitis media is 
presented. It covers bacteriology and sensitivity of each of the 
bacteria tsolated to sulfadiazine, penicillin, dihydrostreptomycin, 
chiortetracycline, chloramphenicol, and oxytetracycline. The 
Organism most responsible for chronicity was Proteus vulgaris 
(45.3%), followed by Bacillus pyocyaneus (19.4%). The bac- 
teriological pattern in chronic suppurative otitis media differs 
from that found in the acute form of the disease. The naso- 
pharynx, studied in 25 patients in this series, reveals the same 
flora in both instances. The other three sources of bacteria 
are the skin, the external auditory meatus, and dressing mate- 
rial used in the treatment of acute suppurative otitis media. 
The observation of 25 healed cases of the chronic disease in 
which there were dry perforations showed that the organisms 
continue to live in the external auditory meatus for as long 
as three years. No pathogenic organism was grown from the 
external auditory meatus of 25 normal ears. The findings in 
regard to therapeutic agents were that dihydrostreptomycin was 
most effective against P. vulgaris and B. pyocyaneus, oxytetra- 
cycline against Micrococcus (Staphylococcus) pyogenes and 
Streptococcus viridans, and chloramphenicol against the coli- 
aerogenes group. Dihydrostreptomycin is the only drug that 
inhibited the growth of all the organisms. Treatment of chronic 
suppurative otitis media should consist of the administration 
of suitable antibiotics, based on the results of culture studies. 
After the ear becomes dry, treatment with drops is replaced 
by insufflation of a powder containing dihydrostreptomycin, 
oxytetracycline, and sulfadiazine. The treatment should be con- 
tinued for at least a year. 


Demonstration of Influenza Virus in Peracute Malignant 
Laryng b hitis in Infants. F. Escher and H. Loffler. 
Schweiz. med. Weheschr. 84:920-922 (Aug. 7) 1954 (In Ger- 
man) (Basel, Switzerland]. 

The occurrence of peracute laryngotracheobronchitis is de- 
scribed in two infants. In both patients the disease was of the 
predominantly supraglottic type, with swelling of epiglottis, 
swelling of superior vocal cords, and the usual spread of the 
inflammatory process to the tracheobronchial sysiem. Treat- 
ment consisted of direct engagement of the larynx with the 
laryngeal spatula, insertion of bronchoscope, tracheotomy with 
the bronchoscope in place, adminisiration of antibiotics, ana- 
leptics, oxygen, and cleansing of bronchi. In both patients, 
tracheal and bronchial secretions were obtained immediately 
after insertion of the bronchoscope and later through the 
tracheostomy. The secretions were inoculated into the amniotic 
cavity of chicken eggs, and isolation and typing of influenza A’ 
virus by repeated passages and specific inhibition of hemag- 
glutination of chicken erythrocytes was carried out successfully 
in one patient. Antibodies were determined by complement 
fixation in both patients. An extremely high antibody titer 
against influenza A’ antigen was observed in one patient on 
the S8th day, and a fourfold decrease of the titer occurred up 
to the 104th day. In the other patient, the titer rose to 32 times 
its original level between the 6th and 45th day. The serologic 
diagnosis of influenza A’ thus was established in both patients 
by the rise of the titer and its decrease in convales ence in one 
and by the rise of the titer in the course of the disease in the 
other. These findings are not only significant with respect to, 
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the causation of laryngotracheob hitis, a dangerous disease 
of the air passages of infants with a fulminating course, but 
also with respect to the p genre occurrence of influenza A’ virus 
during a period free of epidemic. 


A Review of 1,000 Consecutive Closed Fossa T 
Without . FE. B. Emerson. New York 
J. Med. $4:2339-2342 (Aug. 15) 1954 [New York]. 


Tonsillectomies with the closed fossa technique were per- 
formed on 1,000 patients operated on between 1946 and May, 
1953. Surgical interventions were accomplished without the 
occurrence of spontaneous postoperative hemorrhage from the 
tonsillar fossa. Studies done on injected anatomic specimens 
in a reasonably fresh state showed that both arteries and veins 
entering the tonsillar fossa tend to run up and down the length 
of the fossa and that vessels entering the tonsil proper are 
small branches of this fairly free anastomotic network. The 
blood supply in the pillars was observed to be of capillary 
character only. Thus, it became apparent that control of 
bleeding could be accomplished by closing the fossa proper 
without involving the pillars, so that the usual contours of the 
throat are not disturbed. After removal of the tonsil by blunt 
dissection, closure of the fossa and control of bleeding were 
accomplished by placing the sutures just shy of the posterior 
pillar, passing then just under the floor of the fossa proper, 
and bringing them out just short of the anterior pillar. In 
addition to the control of hemorrhage by the closed fossa 
technique, the postoperative period was reduced in its intensity 
by the degree of lessening of open raw wound. If care is taken 
during closure not to tighten the posterior pillar too much with 
consequent tension on the soft palate, no damage will result 
to the voice, as illustrated by the satisfactory results obtained 
in 10 of the author's patients, 6 of whom were music (voice) 
students and 4 professional singers. Time of healing was 
markedly reduced. An added advantage of the technique is 
that it makes it possible to do tonsillectomies in patients aged 
less than 3 years and to combine safely tonsillectomy with 
adenoidectomy, thus avoiding a second operation at a later 
date. The closed fossa technique is particularly desirable in 
patients with congenital heart disease in that it eliminates the 
threat of hemorrhage and secondary anesthesia. It also mini- 
mizes the chance of endocarditis. This technique also minimizes 
the duration of the postoperative feeding problem in children 
with cerebral palsy. The operative procedure does not require 
more surgical technique than that which should be included 
in the armamentarium of any good general practitioner who 
does his own tonsillectomies, appendectomies, and deliveries. 
The closure should be considered in much the same light as 
the closure of the deeper layers of any other wound with good 
hemostasis, the only difference being that the remaining sur- 
face is not closed with the customary surface sutures in the 
mucous membrane. 


THERAPEUTICS 


Clinical Evaluation of Hydralazine (Apresoline) Alone and in 
Combination with Veriloid in the Treatment of Hypertension. 
M. J. Kert, S. Rosenfeld, R. H. Mailman and others. Angiology 
§:318-328 (Aug.) 1954 |Baltimore]. 


Sixty-four ambulatory patients with hypertension classified in 
one of the four groups according to Smithwick’s classification 
were given hydralazine (Apresoline) orally for periods ranging up 
to 22 months. The initial dose of the drug was 50 mg. given three 
times per day, and this dose was gradually increased until a 
significant hypotensive effect occurred, or untoward reactions 
prevented increases in dosage or required the discontinuance of 
the drug. Usually doses of 600 to 800 mg. daily were reached, 
and in no case was more than 1,000 mg. given daily. Side-effects 
occurred in 42 patients, but administration of the drug had to 
be discontinued in only 14. Eleven of these showed their in- 
ability to tolerate the drug during the first few weeks. In only 
three cases did the administration of the drug have to be dis- 
continued after three months. Headache, nausea, and vomiting 
were the most common side-effects; there was one instance of 
severe orthostatic hypotension. Procedures observed to be help- 
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ful in alleviating side-effects consisted of (1) restarting the drug 
at a lower dosage, (2) lowering an established high dosage by 
25 to 50%, and (3) combining alkavervir (Veriloid) with hydra- 
lazine. Of 43 patients who received hydralazine alone for from 
3 to 22 months, 14 (30%) had a good hypotensive response. An 
additional 12 (28%) had only a fair hypotensive response. 
Fifteen of the 43 patients were given alkavervir in doses of 8 
to 16 mg. per day in addition to hydralazine. This combination 
of drugs resulted in a good hypotensive response in three more 
patients. Thus 17 (40%) of the original 43 patients obtained a 
good result. The addition of alkavervir to hydralazine not only 
alleviated some of the side-effects of the latter but improved the 
hypotensive response of the patients to a degree that neither 
drug could achieve alone. 


Studies with Dilatol, a Vasodilator Substance. A. G. Riddell, 
M. Steel and J. M. McCoy. Angiology $:314-317 (Aug.) 1954 
[Baltimore]. 


The effects of Dilatol (1-|p-hydroxypheny!}-2/1'-methyl-3’- 
phenyl propylamino|-propanol) hydrochloride were 

after the administration of 10 mg. orally or 5 mg. intramuscu- 
larly to 20 normal men between the ages of 20 and 35 years. 
Independently of the route of administration, Dilatol produced 
a drop in blood pressure with little effect on the pulse rate. 
There was practically no change in the systolic blood pressure, 
but the diastolic pressure fell considerably, so that the pulse 
pressure was increased. No evidence was obtained from these 
experiments that the main effect of Dilatol is on the muscle ves- 
sels, rather than on the skin vessels, in contrast to the observa- 
tions made by other workers on the dog. Dilatol has been used 
extensively in Germany for the treatment of hypertension and 
peripheral vascular disease and has been favorably reported on. 
It is a safe vasodilator substance that acts rapidly and regularly 
when administered orally. 


H. Bratlund and C. Holten. Danish M. Bull. 1:79-84 Uune) 
1954 (In English) (Copenhagen, Denmark|. 


Bratlund and Holten at the Municipal Hospital in Aarhus, 
Denmark, observed moniliasis in patients who received corti- 
cotropin and/or cortisone and antibiotics as well as in patients 
who received only corticotropin or cortisone or both and no 
antibiotics. They review 18 cases of moniliasis that occurred as 
serious complications among 210 patients with various primary 
diseases. Eight patients had received only the hormones within 
10 days of the onset of moniliasis; seven patients had received 

hormones and antibiotics, and in three patients the ad- 
ministered antibiotics were probably at fault, since treatment 
with the hormones had been discontinued for 75, 25, and 21 
days, respectively. The moniliasis was relatively mild in 11 
patients. Although 8 of the 18 patients died, only in one patient 
can the infection with Candida be assumed to have contributed 
to death. This, however, does not mean that the moniliasis in 
the rest of the patients was not serious; in fact, in at least two 
others this complication made the outcome doubtful for a long 
time. The authors emphasize that treatment with antibiotics and 
with corticotropin or cortisone should be employed only in 
cases in which it is unquestionably indicated. 


Practical Considerations in Connection with Continuous Cortico- 
Depot Treatment. J}. H. Solem and O. Romeke. Acta med. 
scandinav, 149:333-340 (No. 5) 1954 (In English) (Stockholm, 
Sweden]. 


Forty patients, mostly chronic rheumatics, were given con- 
tinuous corticotropin (ACTH) therapy, with an average 17 
months’ duration for the 20 who are still under treatment. The 
preparation used, Cortico-Depot, is a suspension of cetacean 
ACTH-zinc protamine complex in an aqueous phosphate buffer. 
It is administered in relatively small doses two or three times 
a week in the attempt to maintain a balance permitting adequate 
control of symptoms with minimal side-effects. It is emphasized 
that patients who are to receive continuous ACTH therapy must 
be carefully selected. Understanding of his condition and its 
treatment and full cooperation with the physician on the part 


Moniliasis of Mucous Membranes and Lungs as Complication 
of Treatment with Antibiotics, Corticotropin and Cortisone. 
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of the patient are essential. Active tuberculosis and psychosis 
are absolute contraindications. An important problem during 
treatment is the development of allergy or resistance to ACTH. 
These occurred in three and eight patients, respectively, of this 
series. It is hoped that the incidence will be reduced through 
the use of a depot preparation of highly purified corticotropin. 


Modification of Fecal Flora Following Administration of Anti- 
biotics (Chloramphenicol, Aureomycin, and Terramycin). A. 
D'Agata. Riforma med. 68:757-762 Uuly 10) 1954 (In Italian) 
|Naples, Italy}. 

The action of chloramphenicol (Chloromycetin), oxytetra- 
cycline (Terramycin) and chlortetracycline (Aureomycin) on the 
fecal flora of 15 persons who did not have gastrointestinal dis- 
turbance was studied. Three groups of five patients each received 
250 mg. of chloramphenicol every three hours, 250 mg. of oxy- 
tetracycline every three hours, and 250 mg. of chiortetracycline 
every six hours, respectively. The antibiotics were administered 
for nine days, and the fecal flora was studied every three days. 
Chloramphenicol caused a slight quantitative diminution of the 
flora, but the ratio between the various organisms remained 
almost constant. The administration of both oxytetracycline and 
chlortetracycline was followed by pronounced qualitative and 
quantitative changes in the fecal flora. There was a marked de- 
crease in the number of bacteria of the Escherichia coli type and 
the enterococcus and the anacrobe groups. This was paralleled 
by a constant increase of the Proteus vulgaris. These changes 
were more pronounced in the flora of the persons who had 
received oxytetracycline. 


Prolonged for Tuberculosis: Pre- 
Report. A. S. Dooncief and K. EF. Hite. Am. Rev. 
Tuberc. 70:219-227 (Aug.) 1954 [New York}. 

Prolonged antimicrobial therapy was given to S2 unselected 
patients with tuberculosis who had never before been treated 
with antituberculous drugs. Six had minimal, 37 moderately 
advanced, 6 far-advanced active pulmonary tuberculosis, and 
3 had predominantly extrapulmonary tuberculosis. Treatment 
was continuous for 13 to 32 months and is still maintained in 
most of the patients. The therapeutic regimen varied depending 
on clinical indications and included combinations of strepto- 
mycin sulfate, sodium p-aminosalicylic acid, and isoniazid. 
With the exception of one patient with tuberculous meningitis 
to whom daily injections of streptomycin were given for 13 
months, daily administration of streptomycin was not con- 
tinued longer than five months. Usually streptomycin was given 
daily for one to three months, after which interrupted therapy 
was continued two or three times weekly through the period 
of observation. The dosage of isoniazid was usually 4 mg. per 
kilogram of body weight per day. Sodium p-aminosalicylate 
was given in doses of 12 to 15 gm. daily. Clinical and roent- 
genographic results were excellent, and no relapses occurred 
in any of the $2 patients to the date of the authors’ report. 
Tubercle bacilli reappeared after prolonged absence in sputum 
or gastric contents of six patients while drug therapy was 
being continued. In general, drug toxicity was slight and the 
tolerance of the patients was good, making long-term therapy 
practicable. Attention is directed to a new syndrome of strepto- 
mycin intoxication, including headache, malaise, a drunk or 
“hang-over” feeling, drowsiness, and circumoral paresthesias. 
In view of the difficulty of predicting which patients will 
remain well, exploration of long-term drug treatment of indefi- 
nite duration is proposed. The preliminary observations in 
the authors’ patients, the first group so treated, are gratifying 
and encourage further trial for longer periods in more patients. 


Reversibility of Isoniazid Resistance Developed in Mycobac- 
terium Tuberculosis. J. S. Incze. Dis. Chest 26:127-132 (Aug) 
1954 [Chicago]. 


Sputum, sinus discharge, or gastric contents from 56 patients 
with tuberculosis treated with isoniazid were tested every six 
weeks, monthly, or even at shorter intervals for resistance of 
Mycobacterium tuberculosis to isoniazid. After elimination of 
the contaminants, an attempt was made to cultivate the organ- 


J.A.M.A., Nov. 13, 1954 


isms on mediums containing isoniazid in various concentrations, 
ranging from 0.02 mcg. of isoniazid per cubic centimeter to 
200 meg. per cubic centimeter. Of the 56 patients, 11 were 
discharged from the sanatorium, § died, and 10 showed nega- 
tive results on culture during the period of investigation. Of 
the remaining 30 patients, 25 became resistant to isoniazid, 
some up to 200 mcg. per cubic centimeter, and their resistance 
steadily increased from test to test. Five patients reversed their 
resistance, four of them gradually, and one abruptly; resistant 
organisms in the sputum of these patients again became sensi- 
tive to isoniazid. In four of these patients the disappearance 
of resistant strains occurred after commencement of additional 
administration of streptomycin and p-aminosalicylic acid, but 
in one patient the reversion could possibly have occurred 
without the assistance of these agents. Isoniazid resistance of 
the Myco. tuberculosis is reversible in vivo, either by addition 
of other chemotherapeutic agents or possibly spontancously. 
In one patient the appearance of colonies was noted in culture 
tubes containing isoniazid when cultures of that patient were 
negative on normal Loewenstein medium. This fact is sug- 
gestive that in certain cases isoniazid dependent Myco. tuber- 
culosis may develop. 


in Certain Forms of Juvenile Tuberculosis. 
D. M. Bosworth and J. W. Fielding. New York J. Med. $4: 
2327-2329 (Aug. 15) 1954 [New York]. 

Iproniazid (Marsilid) in doses of 4 mg. per kilogram of body 
weight was given to 27 children between the ages of 6 months 
and 16 years with 33 proved tuberculous lesions, 6 of which 
involved soft tissue, and 27 bone or joint structure. Twenty-six 
of the 27 patients were followed for a period extending over 
two and one-half years. Of 15 patients with closed lesions, 
arthrodesis of joints was performed in 12 in conjunction with 
the administration of iproniazid; 3 of these 12 were dis- 
charged more than one year ago and have remained well. 
The remaining 3 of the IS patients with closed lesions did 
not have their joints arthrodesed, and one of these with a badly 
mvolved knee may have the joint saved with motion and 
without arthrodesis. Pronounced bony destruction in the two 
others will require joint arthrodesis in the future. All three of 
these patients obtained control of their tuberculous infection. 
Of the 11 children with open tuberculous lesions, 3 had sinuses 
from soft tissue, fascia, skin, and pilonidal sinus. Eight had 
lesions draining from bone or joint foci. At the present time 
they are all healed, but a much longer period is essential for 
evaluation of final results. Joint structures may be sometimes 
saved and bony lesions in children healed by iproniazid with- 
out surgical intervention, while arthrodesis of a weight-bearing 
joint must accompany the use of this drug in adults to secure 
satisfactory results within any reasonable period of therapy. 
The authors strongly caution against the use of doses of the 
drug above 4 mg. per kilogram of body weight because of 
the toxic effect on the central nervous system. 


Studies on Mechanism of Action of Para- 

adrenal Function in Healthy Children and of Histopathological 
Studies in Rats. R. Bulgarelli, G. P. Zappa, G. Sardini and 
others. Minerva pediat. 6:509-513 (luly 15) 1954 (In Italian) 
{Turin, Italy). 


Clinical and experimental studies were undertaken to deter- 
mine the relationship between p-amuinosalicylic acid and the 
adrenal cortex in view of the great analogy of action between 
this drug and sodium salicylate in patients with rheumatic 
disease. The clinical study was carried out in 10 normal chil- 
dren, between the ages of 4 and 10 years, who were given 
0.35 gm. of the drug per kilogram of body weight for 20 days. 
Thorn’s test was performed, and the urinary excretion of the 
17-ketosteroids and the glycemic curve after administration of 
glucose were studied before and on the 10th and 20th days 
of the treatment. The results indicated a marked tendency to 
hyperfunction of the adrenal cortex. At the end of the treat- 
ment, the urinary excretion of the 17-ketosteroids was increased, 
the number of circulating eosinophils had decreased markedly, 
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and the glycemic curve was characteristic of adrenal hyper- 
function. The experimental studies were made on four groups 
of rats that were given corticotropin (ACTH), p-aminosalicylic 
acid, sodium salicylate, and these two in combination, respec- 
tively. The three drugs caused hypertrophy of the adrenals 
and a decrease of the lipids and glycides in the cortex. The 
lipid and glycogen had also disappeared from the liver, while 
the volume of the follicles of the spleen was slightly decreased. 
These clinical and experimental results proved the corticotropin- 
like activity of p-aminosalicylic acid on the adrenal on which 
it exerts a stimulus that tends to increas: its function with 
consequent anatomic and humoral changes. This drug, espe- 
cially when combined with sodium salicylate, is particularly 
indicated for patients with recurrences of rheumatic disease, 
whereas corticotropin and cortisone should be used mainly for 
the first attack of the disease and for highly acute forms of it. 


The Treatment of Leukemias with 6- . J. Ber- 
nard and M. Scligmann. Semaine hép. Paris 30:2971-2977 
(Aug. 10-14) 1954 (In French) [Paris, France}. 


Six-mercaptopurine was used in the treatment of 61 patients 
with leukemia. There were 42 cases of acute leukemia in children, 
8 of acute leukemia in adults, 3 of chronic mycloid leukemia, 
and & of chronic mycloid leukemia in the process of trans- 
formation into the acute mycloblastic form. Administration of 
the drug was preceded by exchange transfusions continued until 
the erythrocyte count reached 4,000,000 per cubic millimeter. 
Six-mercaptopurine was given in doses of 2.5 mg. per kilogram 
of body weight for a period of not less than nine weeks, and 
for as long as seven months to patients in whom this therapy 
was effective. Leukopenia developed in six patients with no 
chinical consequences. The only other untoward effect of ther- 
apy was one case of thrombopenia with hemorrhages. Com- 
plete remissions, with less than 7% of leukoblasts and suspect 
lymphoid cells in the myelogram, occurred in 35° of the acute 
leukemias in children. Remissions were obtained in 5 out of 
11 patients with acute leukemia that had resisted therapy with 
cortisone and antifolics. Results in adult patients were mediocre. 
Two out of three patients with chronic myeloid leukemia had 
satisfactory remissions. The drug has a remarkable effect on 
the acute mycloblastic transformation. Six-mercaptopurine is 
definitely indicated when other agents have failed. In previ- 
ously untreated leukemias, it should be tried in cases that are 
severe, but not in those that have a fulminating course, since 
it does not take effect for 30 or 40 days. In general, it is best 
used as an initial treatment in acute leukemia, while medica- 
ments that have a quicker-acting effect should be used in the 
treatment of relapses. 


Drugs Preventing Motion Sickness at Sea. S. W. Handford, 
T. E. Cone Ir., H. L. Chinn and P. K. Smith. J. Pharmacol. & 
Exper. Therap. 111:447-453 (Aug.) 1954 [Baltimore)}. 


Five anti-motion-sickness preparations were given a thera- 
peutic trial in 838 volunteers among American troops on their 
voyage from New York to Bremerhaven, Germany. A total of 
six doses of the various drugs and/or the placebo contained 
in identical capsules were administered. The first dose was 
given at the time of sailing, the others before cach meal on 
the second day, and before breakfast and lunch on the third 
day. The weather, although calm the first night, was propitious 
for the study, as evidenced by the incidence of 34° vomiting 
among the placebo group. Three drugs, namely, scopolamine 
hydrobromide, diphenhydramine (Benadryl) hydrochloride, and 
p<hlorobenzhydryl-m-methy! benzylpiperazine (Posiafene) dihy- 
drochioride, all of which were already established as effective 
preventives of seasickness, were reevaluated. The two other 
drugs, chlorpromazine (10-[y-diethy! pyl}-2-chi 
nothiazine), which is reported to prevent swing sickness in dogs 
as well as emesis in a variety of clinical conditions, and 
(3-chloro-5-beazy!)-pheny! dimethylamino ethyl ether hydro- 
chioride (Lilly preparation 01780) were tested for the first 
time at sea. In the doses employed, diphenylhydramine and 
Postafene afforded significant protection with few untoward 
side-effects. Scopolamine did not provide protection and was 
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conducive to the significant manifestation of unpleasant side- 
effects, such as blurred vision, dry mouth, drowsiness, and 
headache. Chlorpromazine did not give significant protection, 
whereas the Lilly preparation 01780 was effective at the 0.02 
level of probability but appeared to be associated with dizziness. 
The incidence of seasickness was again shown to decrease with 
increasing age and also to correlate with a previous history of 
motion sickness. From the standpoint of long-time protection 
afforded by a single dose, Postafene proved to be most prom- 
ising, since SO mg. of the drug given only once at the time 
of sailing offered significant protection free of side-effects for 
24 hours, after which time medication should be repeated. 


Clinical Studies of an Anti-Emetic Agent, Chlorpromazine. 
J. H. Moyer, B. Kent, R. W. Knight and others. Am. J. M. Se. 
228:174-189 (Aug.) 1954 [Philadelphia]. 


Chlorpromazine (10-|>-diethy! propyl|-2-c no 
thiazine hydrochloride) (Thorazine) was given a therapeutic 
trial as an antiemetic agent in 306 patients with a diagnosis 
and cause of vomiting well established and in whom vomiting 
was a definite therapeutic problem. The adult patients were 
given 10 mg., 25 mg.. or 50 mg. doses by cither the oral or 
intramuscular route and the dose was repeated as frequently 
as Was necessary to control the symptoms. Initially many 
patients were unable to retain the orally given capsules for a 
long enough period to obtain adequate absorption of the drug. 
The first dose, therefore, was given intramuscularly. The thera- 
peutic efficacy was reported as excellent in those patients in 
whom vomiting stopped and the nausea was completely re- 
lieved, good in those in whom vomiting stopped but the patient 
remained slightly nauseated, fair in those in whom vomiting 
stopped but nausea continued, and absent in those who were 
not improved. Of 75 patients with nausea and vomiting duc 
to gastric irritation associated with the administration of drugs, 
such as digitalis, nitrogen mustard, aminophylline, antibiotics, 
and morphine, 47 obtained excellent results, 19 good results, 
6 fair results, and 3 were therapeutic failures. Of 94 patients 
with nausea and vomiting due to infections or toxicosis, 70 
obtained excellent results, 15 good results, 5 fair results, and 
4 were therapeutic failures. Relief from nausea and vomiting 
was obtained by seven patients with congestive heart failure. 
Nausea and vomiting associated with peptic ulcer were relieved 
in six of nine patients treated with chlorpromazine. Of 78 
pregnant women with nausea and vomiting treated with the 
drug, SS obtained complete relief, and only 4 were 
failures. Fifty-five of the authors’ patients (exclusive of the 
obstetric patients) received chlorpromazine for five days to 
three months, with an average course of about 12 days. The 
frequency of administration during thts period varied from once 
daily to every three hours. Forty-four of the patients received 
25 mg. or more of the drug per day. Of the 55 patients, 30 
obtained excellent results, 17 good, 7 fair results, and | was 
a therapeutic failure. Chlorpromazine is an effective agent for 
blocking the mechanism of nausea and vomiting without pro- 
hibitive side-effects. The cause of the nausea and vomiting 
should be reasonably well established before the drug is used. 
Otherwise, serious clinical conditions may be obscured becnuse 
of the wide spectrum of effectiveness of this agent. There is no 
evidence thus far to indicate that the drug has any dangerous 
untoward effects, although jaundice developed in one patient 
without laboratory evidence of hepatocellular damage. The 
initial doses of the drug were frequently associated with dizzi- 
ness or occasionally caused orthostatic hypotension. Therefore, 
the initial dose or two doses should be administered with the 
patient on a nonambulant status. Should dizziness occur when 
the patient is upright, it is easily controlled by having the 
patient remain in supine position for a short period. 


Amebicidal Effects of Fumagillin io Vivo: Preliminary Com- 
menication. R. H. de la Portilla, FE. Becerra and J. Ruiloba. 
Gastroenterology 27:93-97 Uuly) 1954 [Baltimore]. 

Fumagillin was given to nine patients with amebic dysentery 
who had failed to respond to other antiamebic preparations. 
Routine clinical and laboratory examinations included barium 
enema, sigmoidoscopy and search for trophozoites in the rectal 
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smear every four days, daily examination of stool for parasites, 
blood cytology and determination of blood urea, bilirubin, and 
sulfobromophthalein (Bromsulphalein) sodium retention. All of 
these tests were done at the beginning of the treatment and 
at its conclusion. Fumagillin was given in daily doses ranging 
from $0 to 200 mg. per day. This medication was continued 
for from 9 to 14 days. Cure resulted in all nine patients, the 
trophozoites disappeared, the ulcers healed, and the symptoms 
disappeared. None of the patients showed alterations in lab- 
Oratory tests designed to measure renal, hepatic, and bone 
marrow function. Five of the nine patients treated showed 
side-effects to fumagillin, but the side-effects were relatively 
mild and disappeared when the medicament was discontinued. 
They showed no direct relation to the size of the dose. One 
patient had an attack of dysentery, and another showed cysts 
of Endamoeba histolytica three months after finishing the treat- 
ment with fumagillin. Either relapse or reinfection could have 
occurred, because the patients took no precaution to prevent 
reinfestation. 


Insulin in Treatment of Chorea Minor. FE. Pennati. Minerva 
pediat. 6:457-458 (June 30) 1954 (In Italian) [Turin, Italy}. 


Insulin was used to treat six girls and three boys with chorea 
minor at the children’s clinic of the Ospedale Maggiore in Milan. 
The childrens’ ages ranged from 8 to 12 years. An acute attack 
of rheumatic fever had occurred in four children shortly before 
the onset of the condition: one had scarlet fever. Chorea minor 
was the first manifestation of rheumatic disease in one, while 
the origin of the condition was unknown in the others. The 
drug was given in a dose of § to 6 units three times daily 
immediately before meals, and the treatment was continued for 
28 days. Restoration of the muscular tone and gain in appetite 
were observed soon after the therapy was started. A progressive 
clinical improvement became apparent during the second week 
of therapy with resumption of the motor function of the ex- 
tremities, of movement coordination, and of speech articulation. 
The children were clinically cured within one month. A relapse 
occurred in the child in whom chorea minor had been the first 
sign of rheumatic disease, but it was controlled in six days 
with the administration of an antirheumatic preparation. Insulin 
therapy shortened the hospital stay of these children from $0 to 
30 days. At the end of the treatment the children had gained 
an average of 2 ke. in body weight. Pennati attributes these 
good results to a “peripheral” action of insulin rather than, as 
Mayerhoffer has asserted, to its influence on the neurohypo- 
physcal system. 


PATHOLOGY 


The Late Emergence of M. Tuberculosis in Liquid Cultures of 
Pulmonary Lesions Resected from Humans. G. 1. Hobby, O. 
Auerbach, T. F. Lenert and others. Am. Rev. Tuberc. 70:191- 
218 (Aug.) 1954 |New York}. 


Microbiological observations on 31 resected tuberculous 
lesions, including filled-in cavities, small necrotic foci that had 
never liquefied, and open cavities with healing from 18 men 
and | woman with pulmonary tuberculosis, are reported. All 
specimens were frozen immediately after surgical intervention 
and were not thawed until immediately prior to dissection and 
cultivation of the lesions. The tissue was blended and homogen- 
ized in a balanced liquid medium containing a sufficient quantity 
of albumin to permit neutralization of certain of the toxic com- 
ponents of the necrotic material. The homogenate was centri- 
fuged and the sedimented fraction washed three times with fresh 
quantities of the albumin-containing medium. All cultures were 
incubated for nine months at 37 C in a medium that does not 
deteriorate under such conditions. In the case of 9 of the 25 
lesions from which viable tubercle bacilli were isolated, viability 
was first detected only after prolonged incubation for more than 
9 to 12 weeks. All strains of Mycobacterium tuberculosis re- 
covered from these lesions were highly virulent for guinea pigs, 
although only 10 of the 25 lesions showing growth were capable 
of producing tuberculosis on direct inoculation into guinea pigs. 
Fifteen of the 19 patients had received chemotherapy for 4 to 
12 months before operation and showed morphological evidence 
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of closure of cavity or evidence of an open cavity with healing. 
Strains of Myco. tuberculosis were grown from 21 of the 27 
“closed” or healed lesions from these 15 patients, or from 11 
of the 1S patients. Although prolonged incubation was neces- 
sary for detection of viable tubercle bacilli in lesions from pa- 
tients who had had repeated courses of chemotherapy, no 
correlation was observed between the length of the preoperative 
course of chemotherapy or the period of preoperative non- 
infectiousness and the frequency with which viable tubercle 
bacilli were detected. Growth of Myco. tuberculosis was readily 
shown on cultivation of four lesions from control patients who 
either had no preoperative chemotherapy or had patent open 
cavities at the time of resection. The tubercle bacilli can appar- 
ently survive in healed or semihealed necrotic pulmonary lesions 
even after prolonged chemotherapy, and in many instances their 
viability can be shown by appropriate cultural techniques. 


Relation of the Renal Lesions to the Cerebral Lesions in the 
Tuberous Sclerosis Complex. K. Inglis. Am. J. Path. 30:739- 
749 (luly-Aug.) 1984 [Ann Arbor, Mich.]. 


Inglis had suggested in an earlier study that there is a com- 
mon factor underlying all the extracerebral lesions comprised 
in the tuberous sclerosis complex and that this common factor 
is intrinsic in nature and neural in origin. The cellular tissue in 
the extracerebral lesions was regarded as akin to the neural 
tissue of the neurilemma or sheath of Schwann, and the extra- 
cerebral lesions were considered to belong to a system disease 
to which the name neurilemmoblastosis was given. Glioncu- 
rilemmoblastosis was suggested as a suitable name when the 
brain is affected as well as other parts of the body. In the 
present communication comparison is made between lesions in 
the kidney and lesions in the brain of the same subject. The 
patient, a deaf-mute idiot and the child of deaf-mute parents, 
died after a succession of epileptic fits, practically a status 
epilepticus. The patient did not show adenoma sebaceum dur- 
ing life, but the skin in the region of the adenoma sebaceum 
area was not the clear skin of a child. There were fibromas 
on the back. The skin showed prominent lentigines around the 
nose and mouth. The brain showed the usual hypertrophic 
sclerosis, and the kidneys showed numerous growths. In dis- 
cussing the microscopic aspects of the cerebral and renal lesions 
Inglis submits evidence in support of the hypothesis that: 
1. The renal tumors of the tuberous sclerosis complex consti- 
tute a distinctive tumor sui generis. 2. The renal tumors of the 
tuberous sclerosis complex, like the cerebral nodules, are of 
neural origin, the cells of the cerebral nodules having arisen 
from the neural tube and the essential cells of the renal tumors 
from the neural crest. 


Generalized BCG Infection in Man: I. Autopsy Findings. 
E. Waaler and P. Oeding. Acta tuberc. scandinav. 29:188-192 
(No. 3) 1954 (In English) (Copenhagen, Denmark). 


A 24%2-year-old man who had an increased erythrocyte sedi- 
mentation rate for many years, the reason for which was not 
known, was given BCG vaccination in the right arm. The 
tuberculin reaction turned from negative to positive. One year 
after the vaccination he had an abscess of a lymph node in the 
right axilla. It was incised, but the pus was not examined. In 
the course of the next 442 years, the patient had a painful swell- 
ing in the left hand, pain in the left hip, subcutaneous swelling 
on the thorax, thoracic fistulas, serous meningitis, abscesses in 
the cervical lymph nodes, pulmonary infiltration, pleuritis, de- 
structive foci in the left patella and the left trochanter, and 
spastic paraparesis. Acid-fast bacilli were found in culture from 
gastric lavage, several abscesses, pleural exudate, and urine. The 
morphology and virulence of these bacilli were identical with 
BCG. He died S42 years after the vaccination and 442 years 
after the occurrence of the first complication after vaccination. 
Necropsy revealed multiple destructive foci, particularly in the 
bones, lymph nodes, and lungs. Samples from the left lung, 
spleen, mesenteric and cervical lymph nodes were cultivated. 
In the microcultures, unorganized colonies characteristic of 
BCG were seen, and the virulence appeared to be unchanged. 
Histologically there was a diffuse inflammatory reaction with- 
out formation of tubercles. There was a pronounced general 
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immunity reaction with many pyroninophilic plasma cells and 
an increase in gamma globulins. The patient's tissue reaction to 
BCG appeared to be abnormal, but the lowered resistance could 
not be explained. BCG vaccine can apparently cause lympho- 
genous or hematogenous spread and a fatal disease with multiple 
destructive foci. 


Study of Bone Marrow in Patients with Malignant Neoplasms 
with Special Consideration of Phase Contrast Microscopy. 
E. Jeschal. Arch. Geschwulstforsch. 7:138-148 (No. 2) 1954 
(In German) [Leipzig, Germany]. 


Jeschal says that it has been the practice at his hospital since 
January, 1951, to perform bone marrow puncture in all patients 
in whom malignant lesions have been shown. The marrow was 
usually obtained from the sternum but in a few cases from 
the crest of the ilium. Up to the fall of 1952, 75 patients had 
been subjected to this study. In 44 of these patients only 
stained smears of the marrow were examined, but in the other 
31 patients the marrow was studied also with the phase-differ- 
ence microscope. These studies aimed not only at ascertaining 
the presence of tumor cells but also at investigation of non- 
specific marrow changes in their relation to the malignant 
process. Tumor cells were detected in 9° of the patients. 
The nonspecific changes could be ascertained best in the reticu- 
loendothelium of the bone marrow. Histochemical studies, as 
well as studies with the phase-difference microscope, particu- 
larly on the mitochondria of certain types of cells, promise 
further information on genetic processes involved in cancer. 
There are indications that pathological protein bodies are being 
formed; the author was able to show this in one case, and 
points out that Italian investigators recently reported a similar 
observation. 


RADIOLOGY 


Value of Radiation Therapy in Management of Intrinsic Tumors 
of the Spinal Cord. E. H. Wood, A. S. Berne and J. M. Taveras. 
Radiology 63:11-24 Uuly) 1954 |Syracuse, N. Y.). 


Intrinsic tumors of the spinal cord arise from neuronal tissue, 
glial cells, vascular structures, and occasionally from other 
cellular components of the spinal medulla. Tumors that arise 
from the meninges and nerve root sheaths, or that result from 
the developmental inclusion of foreign dermal, fibrous, or adi- 
pose tissue within the substance of the spinal cord, are not truly 
intrinsic tumors. The 62 cases analyzed (33 men and 29 women) 
consisted of 39 pathologically classified tumors and 23 in which 
the diagnosis was established only by surgical gross inspection 
without removal of tissue. Of the 39 histologically classified 
tumors, about two-thirds were ependymona and one-third were 
astrocytoma, while four patients had miscellaneous tumors, two 
of which were lipomas. Radiation therapy was administered to 
each of the 62 patients during the immediate postoperative 
period. The quality of radiation varied from a half-value layer 
of 0.95 to 1.2 mm. Cu, which is approximately equivalent to 
200 kv. radiation with | mm. Cu and | mm. Al added filtra- 
tion. The target-skin distance was 50 cm. The quantity of radi- 
ation delivered at each sitting, in the majority of instances, was 
200 r as measured in air. The tumor dose per series of sittings 
ranged from 850 to 3,950 r, and while a number of patients 
received only one series (particularly those given 3,000 r or 
more per series), some received as high as 8 or 9 and even 15 
series over periods up to 15 years. It was found that the aver- 
age survival is greater when immediate postoperative radiation 
therapy is administered than with surgery alone. Radiation 
therapy enhances recovery of function after surgical treatment 
and usually inhibits advancement of disability if recurrence takes 
place. Pain is almost always alleviated. Experience has pro- 
duced a trend to conservative surgery, which usually consists 
of decompression by laminectomy, evacuation of areas of cystic 
degeneration in the case of intramedullary tumors, and removal 
of easily accessible portions of tumor in the case of lesions of 
the lumbosacral area. A trend exists, also, toward more intensive 
radiation therapy, although the value of higher dosage is not 
yet clear. Radiation therapy should be given to all patients with 
primary intrinsic spinal cord tumors after surgical verification 
of the lesion. 
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Diastematomyelia. W. W. Sands and W. K. Clark. Am. J. 
Roentgenol. 72:64-67 (July) 1954 |Springfield, 


Diastematomyelia is also called doubling, reduplication, 
duplication, bifurcation, and diplomyelia. Literally the term 
means separation of the lateral halves of the spinal cord. Clini- 
cal usage narrows the term to mean that a doubled cord is trans- 
fixed by an osseous or fibrocartilaginous septum. Since the first 
report of the condition in 1892, 63 cases have been discovered 
ante mortem. Only in 10 cases was the diagnosis made preopera- 
tively. The case reported here concerned a girl, aged 5, who was 
brought to the clinic because of tripping and stumbling more 
easily than other children in the family. This problem had been 
present since she began to walk. Most findings pointed to a 
cerebellar disturbance. However, the lack of increased intra- 
cranial pressure and the long duration of the symptoms caused 
the authors to suspect an Arnold-Chiari deformity. Accordingly. 
roentgenograms of the spine were obtained, and slight right 
lumbar scoliosis and variation of the vertebrae and interverte- 
bral spaces were seen. There was a fusiform widening of the 
spinal canal and a transverse widening of the vertebral bodies. 
In the midline of the spinal canal and superimposed on the 
adjacent one-half of the 12th thoracic and first lumbar vertebrae 
there was a vertical and linear area of osseous density. Spot 
films showed the spicule sitting like an island in the surround- 
ing contrast medium. At operation it was found that the spur 
penetrated the dura mater and joined the hemilamina of the 
12th dorsal vertebra. Upon entering the dura mater it was seen 
that the spinal cord was paired from about the 10th dorsal 
vertebra as far caudally as could be seen. The bony spur lay 
between the halves from the 10th to 11th dorsal vertebrae. The 
spur was rongeured away and immediately the cord began to 
ascend. As the dura mater was closed, the cord had ascended 
about 1.0 to 1.5 cm. This added to the possibility of an Arnold- 
Chiari deformity having been present. Since the operation the 
child's gait shows great improvement; she does not stumble as 
often, and seems to be achieving normal coordination of her 
lower extremities. Although some observers deny a typical 
symptomatology of diastematomyelia, the authors say that the 
symptoms in their case were almost identical with a case de- 
scribed by Pickles. When a transfixing spicule is shown, it seems 
logical to prevent the development of an Arnold-Chiari de- 
formity by surgical intervention. 


ANESTHESIA 

Focal Spinal Arachnoiditis Complicating Spinal Anesthesia. 
J. M. Williams. J. Internat. Coll. Surgeons 22:18-29 Ululy) 1954 
Chicago}. 


Nine patients with spinal arachnoiditis as a delayed reaction 
to spinal anesthesia were observed by the author. Two cases are 
reported in detail. This type of neurological damage is a granu- 
lomatous, leptomeningeal proliferation initiated by the anes- 
thestic agent and is different from the immediate changes 
wrought by the agent on the nervous tissues themselves. All 
the patients were between the ages of 40 and 65 years at the 
time of onset of their neurological symptoms. Eight of the nine 
had been operated on for pelvic or intra-abdominal disease, and 
had lain supine on the operating table or in a mild Trendelen- 
burg position. The ninth, who had a hydrocele, though prob- 
ably also laid flat, may have been tilted in the lithotomy position. 
All patients recovered from their initial operations and anes- 
thesia and left the hospital without neurological symptoms. The 
earliest symptoms appeared three months after the induction 
of spinal anesthesia, the latest after two and a half years. All 
had maximum neurological levels in the region of the sixth 
dorsal vertebra, though frequently the greatest deficit was appar- 
ent at the lumbar and sacral levels. The clinical picture was 
that of a transverse myelitic lesion, as opposed to the “cauda 
equina syndrome” with lower motor neuron abnormalities. The 
symptoms result from the constrictive effect of the arachnoiditis 
on the vascular channels of the spinal cord, the least competent 
of which are in the mid-dorsal region. Four of the nine patients 
with arachnoiditis were operated on; though no extensive re- 
section was attempted, three of the four were worse, and one 
was no better. Surgical intervention therefore seems contraindi- 
cated in such cases. 


BOOK REVIEWS 


Coronary Heart Disease in Young Adults: A Multidisciplinary Study. 
By Menard M. Gertler, M_D., and Paul D. White, M.D. With aid. advice, 
and editorial assistance of E. F. Bland, M.D... and others. Cloth. $5. 
Pp. 218, with iustrations. Published for Commonwealth Fund by Harvard 
University Press, Cambridge *, Mass.; Oxford University Press, Amen 
House, Warwick Sq.. London, E.C.4, England, 1954. 


It is becoming increasingly evident that coronary artery disease 
is not confined to the older age group and therefore cannot 
be considered as one of the direct consequences of aging. 
Many cases in patients in the age group 20 to 40 years have 
been reported in the past 15 years. The authors of this mono- 
graph set up a coronary research project at the Massachusetts 
General Hospital in which only patients 40 years old or less 
at the time of myocardial infarction and less than 50 at the 
time of examination were studied. Of about 250 referrals, 100 
patients were accepted and admitted to the hospital for the 
period of study. These were compared with a matched control 
group. Although a few definite conclusions were possible, many 
points were uncovered by this study that can be answered only 
by further research. The authors confirmed that coronary dis- 
ease is rare in women (only 3%). The disease seems to be 
related in some way to body build. Coronary disease is more 
likely to occur in the heavily built, bony, muscular, and sturdy 
male—the endomorphic mesomorph. Although there appeared 
to be a strong influence of heredity on coronary heart disease, 
the mode of inheritance was not clear. The findings in relation 
to cholesterol metabolism are interesting. The coronary heart 
disease group ingested less cholesterol than the control group 
but had more cholesterol in the serum. The authors concluded 
that the endogenous source of cholesterol plays a definite role 
in the cause of coronary heart disease. They were unable to 
give any definite answers from their data on the effect of 
tobacco, alcohol, anxiety and mental stress, or endocrine 
factors. This is an excellent report, not only for the positive 
information contained therein but also for the many questions 
that are raised. These questions should stimulate further re- 
search on this increasingly important problem. This book should 
be in the hands of every cardiologist and could be read with 
profit by all physicians. 


Anesthesiology by Forty American Authors. Supervising editor: Donald 
E. Hale, A.B.. M_D., M.S... Head of Department of Anesthesiology, Cleve- 
land Clinic, Cleveland. Cloth. $15. Pp. 756, with 149 illustrations. 
F. A. Davis Company, 1914-16 Cherry St., Philadelphia 3, 1954 


This symposium of North American teaching and opinion 
on the art and practice of anesthesia stresses safety in admin- 
istering anesthetics. In the foreword, Dr. R. S. Dinsmore urges 
surgeons to take their share of responsibility for some of the 
anesthetic difficulties, because frequently these difficulties are 
due to unreasonable demands for complete relaxation. He 
states: “These demands may result in complete relaxation not 
only of the abdominal wall, but the heart muscle and the 
cerebral vessels as well. . . . Advances in anesthesia cannot be 
claimed unless morbidity and mortality rates are constantly 
being lowered.” This book begins with concise discussions of 
physiology and pharmacology in anesthesia and concludes with 
chapters on resuscitation, inhalation therapy, blood and blood 
substitutes, anesthesia records, and explosions and fire hazards. 
There are also chapters on various anesthetic agents and 
methods, selection of the anesthetic, preanesthetic preparation 
and medication, management of anesthesia for various types 
of patients and operations, muscle relaxants, complications of 
anesthesia, management of anesthetic emergencies, and control 
of pain. The material is up-to-date and generally well presented, 
although the style varies from author to author. Many chapters 
are well documented by exhaustive reference to the literature. 
The few typographical errors and mistakes in cross reference 
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to other chapters are not surprising, considering the multiple 
authorship. There are a few instances of failure to correlate 
illustrations with the text. An adequate index is appended. Most 
of the illustrations are good, but a few are of only fair quality. 
The type, paper, and binding are excellent. This valuable text- 
book is recommended to anesthesiologists, surgeons, general 
practitioners, medical students, and residents in anesthesia and 
surgery. 


Hormones in Health and Disease. Edited by Robert L. Craig, M_D. 
Symposium presented at twenty-fifth graduate fortnight of New York 
Academy of Medicine, October sixth to seventeenth, 1952. Cloth. $6. Pp. 
346, with %6 illustrations. The Macmillan Company, @ Fifth Ave., New 
York 11, 1954, 


This volume, compiled from 21 lectures, includes such 
chapters as “Common Sense in Endocrinology” (the Kast 
Lecture, by Fuller Albright), and “Thyroiditis and Myxedema™ 
(the Carpenter Lecture, by David P. Barr), and a variety of 
subjects for the most part by eminent workers engaged in 
endocrine research. Some of the chapters are of immediate 
practical clinical interest, such as “Diagnosis of Endocrine Dis- 
ease” (Soffer), “Disturbances in Growth” (Wilkins), “Corticotro- 
pin, Cortisone and Related Steroids in Clinical Medicine” 
(Ragan), “Pheochromocytoma™ (Cahill), “Cushing's Disease” 
(Knowlton), and “Use of the Steroids and Gonadotropins in 
Gynecology” (Taylor); others dealing with more theoretical 
concepts include “Hormones of the Adrenal Cortex” (Kendall), 
“Metabolic Effects of Insulin” (Stetten), “Hormones and Peptic 
Ulcer” (Kirsner), and “Hormones and Their Influence on the 
Emotions” (Braceland). As is to be expected from such a 
lunited selection from a vast subject, there is no unity or 
relationship between the various topics. They are rather a 
series of selected essays representing each author's viewpoint. 
The book will appeal to the specialist in endocrinology rather 
than to the reader intent on a more general and unified review 
of the subject. The style differs obviously among the various 
authors, as, for example, chapter 18, which lacks the bibli- 
ography appended to other chapters. More liberal use of illus- 
trations, entirely lacking in many chapters, the addition of an 
index, and the publication of the book sooner after the delivery 
of the lectures in order to make it more timely are desirable 
features for future volumes. 


Taschenbuch der praktischen Thoraxchirurgie. Zugicich dic zweite 
mesentlich vermehrte und erweiterte Auflage der Lungen- und Osophagus- 
resektionen. Von Dr. med. W. E. J. Schneidrzik, Oberarzt der chir. 
Klinik der Universitit Koln-Lindenburg. Mit cinem Geleitwort von Prof. 
Dr. E. Priv. von Redwitz, Cloth. 22 marks. Pp. 325, with 84 illustrations. 
Gustav Fischer, Eberhardstr. 10, Stuttgart S, Germany, 1954. 


It is astounding to observe the amount of material that has 
been incorporated in this small handbook of practical thoracic 
surgery. In the introduction the author states: “A specialist is 
a man who knows more and more about less and less” and that 
his reason for preparing the work is to make it possible for 
everyone to obtain information concerning the many facets of 
thoracic surgery. Thoracic surgery has become so specialized 
that it is impossible for the student and any practitioners of 
medicine to keep abreast of the progress being made. An at- 
tempt is made to give a résumé of all the advances that have 
been made and are being used in thoracic surgery. The book 
is arranged in outline form wherever possible. There are dis- 
cussions on the method of obtaining the history of the patient 
with a thoracic disease, the physical examination, and the 
various important diagnostic procedures and the way in which 
they are conducted. Other chapters include discussions in 
anesthesia as it pertains to the patient with thoracic disease, 
with careful consideration of the various types of anesthetic 
agents and drugs used in such patients; pulmonary functional 
studies; anatomy of the bronchi and the pulmonary segments; 
various special examinations used for chest lesions, such as 
bronchoscopy, esophagoscopy, and thoracoscopy, from the 
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of their technique, their indications, their limitations, 
and their dangers; the technique of the various surgical pro- 
cedures; trauma of the thorax; various procedures necessary 
for pulmonary resection; pulmonary neoplasia, tuberculosis, and 
infectious diseases; various lesions of the esophagus, including 
congenital, neoplastic, and inflammatory lesions; lesions of the 
diaphragm and mediastinum; and cardiovascular lesions that 
are congenital or acquired. In addition to the complete dis- 
cussion of all these various factors, there is an excellent bibli- 
ography. A number of excellent roentgenograms are included. 


Anatomie schématique de Vapparell nerveux: Les nerfs rachidiens. 
Par René-Marcel de Ribet, professeur d'anatomie a la Faculté de médecine 
d’Alger. Paper. 3750 francs. Pp. 715, with 391 illustrations, Gaston Doin 
& Cie, 8 place de Odéon, Paris 6c, France, 195}. 


In essence, this book is a comprehensive collection of sche- 
matic drawings of the systematic and topographic anatomy of 
the spinal nerves. The author has made successful use of the 
advantages of the diagrammatic method of illustration to stress 
the points of special interest and importance. He has been 
similarly successful in avoiding the pitfall of oversimplification. 
The anatomic sites illustrated are selected with great care and 
present many aspects of important anatomic relationships found 
only with difficulty by studying atiases. The drawings are 
executed with great skill, and, in most of them, a desirable 
degree of three-dimensional quality has been obtained. The 
labeling is clear, and the structures are easily identified. The 
text covers adequately the material illustrated and is pleasantly 
concise. Great proficiency in French is not necessary to make 
successful use of this book, since its main value is in the 
illustrations. It is of high didactic caliber and should be of 
real help at the dissecting table, as well as in the unavoidable 
memorization of anatomic structures and relations. 


School of Pathology, University of Oxford, Ovford, England. Edited by 
Sir Howard Florey, Professor of Pathology, Oxford University. Cloth. 
$13. 733, with illustrations. W. B. Saunders Company, 218 W. ane 

ington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2. 
England, 1954. 


This excellent book is made up of articles by 10 distinguished 
English pathologists. It treats disease from the viewpoint of the 
causes and nature of the fundamental changes, and the handling 
of the various subjects is more than adequate. The text is of a 
superior character, and the illustrations and charts are uni- 
formly good. The main sources are taken from the English 
literature, but it does not appear that there have been any 
major omissions, although American studies may not be ade- 
quately presented. In a multiauthored book, it would seem 
preferable to have the names of the authors at the chapter 
headings and perhaps also at the tops of the pages that they 
contribute. This book should be useful chiefly as a reference 
book for pathologists, trained and in training, and for students 
who desire an extensive discussion of the subjects of general 
pathology. There is much that would be valuable for the 
practicing physician in this field if he is anxious to see the 
progress made in a presumably static subject. 


Advances in Cancer Research. 
addow. Cloth. $11. Pp. 530, with 


and Alexander H 
Press, Inc., 125 E. 239d St., New York 10, 1954. 


This is the second volume in what promises to be a valuable 
series for those interested in the basic problems of cancer 
research. Little of the material is of primary interest to the 
clinician, with the possible exception of the sections on ionizing 
radiations, clinical use of nitrogen mustards, and the experi- 
mental chemotherapy of cancer. Almost the entire text is 
devoted to problems related to carcinogenesis under experi- 
mental conditions. The section on the reactions of carcinogens 
with macromolecules is particularly interesting, especially in 
view of the use of various polymerized plastics in surgery. The 
experimental findings of tumor production on implantation of 
films of both commercial and highly purified cellophane, poly- 
ethylene, polytet thylene (Teflon), polystyrene, nylon, 
Dacron, Silastic, and polyvinyl chloride are important to sur- 
geons. Peculiarly enough, when these substances are used in 
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the form of perforated films or woven textiles, they are much 
less active. It has been postulated that the films prevent free 
interchange of metabolites at the site of implantation and thus 
may interfere with normal cell development. This textbook is 
recommended chiefly for persons interested in basic cancer 
research. 


Proceedings of the Second National Cancer Conference. Volumes 1 and 
ll. American Cancer Society, Inc., National Cancer Institute of the U. S. 
Public Health Service and American Association for Cancer Research, 
Netherland Plaza Hotel, Cincinnati, March 3, 4, 5, 1952. Cloth. $7.50 
per set. Pp. 856; 857-1687, xxiv, with illustrations. American Cancer 
Society, Inc., 47 Beaver St... New York 4, 1954, 


These two volumes are compiled from the presentations and 
discussions at the second National Cancer Conference. The 
conference was divided into general sessions, round table dis- 
cussions, and panel meetings. The general sessions considered 
such broad subjects as the role of virus in cancer, radiation in 
cancer, and clinical cancer chemotherapy. Round-table dis- 
cussions included the significance of statistical analysis; end- 
results of treatment of breast cancer; and a review of steroid 
endocrinology of cancer of breast and genitourinary and 
genital tract. In the panel meetings there were 14 major areas 
of discussion involving cancer of various anatomic sites, radio- 
biology, genetics, cytology, chemotherapy, virology, steroid 
endocrinology, and the utilization of isotopes. Although the 
conference was held in 1952, these volumes probably best 
represent present-day experiences of cancer researchers in the 
fields discussed. It is a valuable textbook for those interested 
in oncological research and the treatment of neoplastic disease. 


The Principles of Exercise Therapy. By M. Dena Gardiner, MCS P. 
Cloth. S4. Pp. 260, with 193 illustrations. (The Macmillan Company, 
Fitth Ave... New York 11); G. Bell and Sons, London, 

1983. 


This book was written by a physiotherapist primarily as a 
textbook for British student technicians in physiotherapy. It 
contains chapters covering such subjects as mechanical prin- 
ciples, rhythm, timing and duration of movement, relaxation, 
joint mobility, muscle strengthening, endurance in coordination 
exercises, and individual and group care. The text is illustrated 
with very simple line drawings and Presents a series of tech- 
niques that may be of some value in therapy, provided 
these techniques are prescribed by physicians who understand 
the indications and contraindications for their use. 


Archiv und Atlas der normalen und pathologischen Anatomic in typ- 
ischen Rintgenbildern. Atlas postmortaler Angiogramme. Von Dr. J. 
Schoenmackers, apl. Professor fur pathologische Anatomie, Diisseldorf, 
und Dr. H. Vieten, Dozent fir medizinische Strahienkunde. Erginzungs- 
band 69, Fortschritte auf dem Gebiete der Rontgenstrahlen vereinigt mit 
Rontgenpranis, herausgegeben von Holthusen-Hambure und R. Glauner- 


York 16), 1954. 


The authors have selected their material from 1,452 roent- 
genograms, based on the studies of 312 postmortem examina- 
tions between 1949 and 1953, classifying the various lesions 
under cight principal topics relating to the lungs, brain, heart, 
kidneys, aorta, fetal specimens, portal system, and the greater 
circulation. An introductory chapter details the methods of 
investigation. Special tribute is merited by both the authors and 
the publishers for the excellent illustrations. The European 
custom has been followed in that the reproductions of roent- 
genograms are in the positive rather than in the negative like 
the original films, but this is an advantage in that more roent- 
genographic details have been . In any event, any 
physician doing fluoroscopy knows that he must read positives 
as well as negatives. Each chapter is followed by a very satis- 
factory detailed summary of the principal deductions justified 
by the cases presented; this is done in French, English, and 
Spanish. The bibliography is rather brief, referring to books 
rather than to articles. This atlas constitutes an exceptionally 
valuable and unquestionably authoritative reference work, 
covering a wide field. The conclusions are highly enlightening, 
and with their aid the numerous splendid illustrations are made 
available to all, regardless of ability to read German. 


BOOK REVIEWS 1125 
Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O, Germany; [agents for 

aaa Intercontinental Medical Book Corporation, New 


PARENTAL VISITS TO CHILDREN IN HOSPITALS 

To tHe Eprror:—Some controversy in our medical staff has 
developed over whether or not parents should visit children 
from birth to 6 vears of age receiving care in a small hospital. 
Some members feel that the danger of infection outweighs 
any benefit the children might gain from parental visits; 
others feel that allowing the child to see the parents at least 
twice weekly is very necessary and beneficial. Is there trauma 
from withholding parental visits? Are there any special 
hospital arrangements or techniques other than that of isola- 
tion to make infection less a factor when parental visits are 
allowed? M.D., Michigan. 


Answer.—lIt is important that parents be allowed to visit 
young children receiving hospital care. Separation from parents 
is a highly traumatic experience for all young children. It is 
desirable that the parents be included in planning for the child's 
stay in the hospital. Wartime observations in England indicate 
that separation of very young children from parents was so 
traumatic that, when parents could not leave metropolitan cen- 
ters to accompany their children to places of safety, it was de- 
cided to leave the youngest children with their parents despite 
danger of bombing. John Bowlby has written extensively on 
maternal care and mental health as it pertains to separation of 
the child from the mother. 


WEIGHTS OF PARTS OF BODY 

To rae Foror:—What are the weights of various parts of the 
human body, particularly the weights of the upper and lower 
halves of the body when it is disarticulated at L3 and the 
weights of the legs and pelvis in relation to whole body 
weight? Bernard D. Judovich, M.D., Philadelphia. 


Answer.—Recent investigations at the University of Michi- 
gan anatomic laboratories based on ecicht adult male cadavers, 
the results of which are not yet published, indicate the follow- 
ing values, expressed as per cent of total body weight: thorax 
(separated at T12-L1), 22°: lqwer limbs, 34%; upper limbs, 
10° , head and neck (separated at C7-T1), 8%; and abdomino- 
pelvic, 26°°. No figures are known for females or different 
racial or age groups. 


EXPULSION OF PLACENTA 

To tHe Entror:—To assist in expulsion of the placenta and to 
prevent additional blood loss, oxytocin (Pitocin) or ergonovine 
(Ergotrate) maleate is given intravenously on delivery of 
head of the baby. 1 do not like to clamp the umbilical cord 
until it stops pulsating. Could the baby receive any harmful 
amount of either of these two drugs in this time? The usual 
dose to the mother is 1/320 grain (about 0.2 meg.) of ergota- 
mine tartrate and of oxytocin, one 1 cc. ampul (10 units). 

M_.D., Oregon, 


Answer.—While there is little doubt that oxytocin or ergo- 
novine given intravenously at the time of the delivery of the 
baby’s head will aid in expulsion of the placenta, there are 
certain hazards entailed. The introduction of 10 units of oxytocin 
into the circulation may, on occasion, cause some degree of 
shock. Smaller doses, in the range of 2 minims (0.12 ml.), will 
accomplish the desired effect without causing an undesirable 
systemic effect. Ergonovine given in this dosage is safe but may 
cause frequent trapping of the placenta. There is no evidence to 
suggest that Oxytocin or ergonovine given intravenously produces 
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toxic changes in the baby as a consequence of transfer across 
the placenta. Ergot poisoning in the newborn following this 
procedure has not been reported. 


SYNCOPE IN A PHYSICIAN 

To THe Enitor:—One of my patients is an M.D. who feels that 
she would be the happiest person if she could practice. But 
she has the problem that, mostly owing to psychic moments 
such as screaming of the patient, profuse bleeding, and other 
causes, she will faint. Many times during her internship, be- 
cause of some unforeseen happening, she felt so weak that 
she had to leave the room or office. Vasomotor weakness has 
heen in her family, and she attributes her trouble mainly to 
that pathological condition. Would there be any treatment 
thypnosis, etc.) that would help her to fight that condition 
and enable her to practice as a general practitioner? 

Andrew B. Hesz, M.D., Hill City, 8. D. 


This inquiry was referred to three consultants, whose re- 
spective replies follow.—Eb. 


Answer.—If physical factors have been excluded, then it 
seems likely that the problem is a psychoneurotic one. Frequently 
medical students have such reactions, particularly at the sight 
of blood, and on investigation it is usually found that the cur- 
rent reaction has revivified some experience of childhood. While 
hypnosis or perhaps a thiopental (Pentothal) sodium interview 
might furnish a shortcut to the hidden material in the uncon- 
scious, it is doubtful if it would be of great value therapeu- 
tically. The patient should undertake some psychological 
investigation and psychotherapy in order to uncover the dynamic 
forces that have caused her present condition and in order to 
gain more self-understanding. This need not interfere with her 
work as a physician, as it could be done successfully on an 
office basis. 


ANsSWerR.—It would be helpful to know the age of the patient 
and also whether there are evidences of obvious vasospastic 
disease, such as Raynaud's phenomenon. She might well be 
benefited by a sympathetic ganglion-blocking agent such as 
tolazoline (Priscoline) hydrochloride, although the query sug- 
gests that it is mainly a psychic problem. Psychiatric consulta- 
tion is advised, since the problem is not primarily a vascular 
one. Although there is not much indication of a carotid sinus 
syndrome, that possibility should be investigated. 


Answer.—The information provided is inadequate for even 
a tentative diagnosis. There are many causes of syncope. The 
brief description suggests an abnormal personality with recur- 
rent emotional instability, which could be due to a constitu- 
tional psychopathic state or chronic psychoneurosis. With either 
background attacks of hysterical syncope might develop. On the 
other hand, fainting at the sight of blood suggests the usual 
variety of faint or vagotonic syncope. Sudden bouts of weak- 
ness in association with “unforeseen happenings” suggest cata- 
plectic phenomena due to abrupt emotional stress; cataplexy, 
in turn, raises the question of narcolepsy, which may be due 
to previously unrecognized encephalitis with its sequelae includ- 
ing emotional instability, behavior abnormalities, and vaso- 
motor disturbances. Epilepsy is unlikely because of the appar- 
ently invariable requirement for a precipitating factor in this 
patient, but cerebral dysrhythmia cannot be ruled out. Postural 
hypotension, carotid sinus hypersensitivity, and metabolic or 
cardiac causes seem unlikely. There is no short cut to the solu- 
tion of such a problem, and the only sound way of managing 
it is first to do a complete medical history, including personality 
evaluation, physical examination, neurological examination, and 
routine laboratory studies. These might be followed, if indicated, 
by other studies, including elects phalography. Intensive 
psychiatric investigation may be indicated. The management 
would depend entirely on the final formulation as to the mecha- 
nism or cause of the attacks. 
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